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INTRODUCTION

This document presents the Healthy People Year 2010 Plan as proposed by the District

of Columbia Department of Health to meet the health needs of city residents. Certain

objectives in the focus areas have been revised following testimony at the June 15,

1999 Public Hearing. Also as a result of the Hearing, seven new focus areas were

proposed of which four are included in this version of the 2010 Plan. The new focus

areas are the following: Heart Disease and Stroke, Tobacco Use, Pediatric Dental

Health, and Mental Health. Arthritis, Asthma, and Emergency Medicine may be

developed at a later date.

All of the focus areas addressed in the District of Columbia's Healthy People Year 201

Plan are based on those addressed in the federal Year 2010 Plan. The fourteen focus

areas from the draft 2010 plan first released in February of 1999 are the following:

Cancer Control

Diabetes Control

Environmental Health

and Food Safety

Health Care Finance

HIV/AIDS

Immunization and Infectious

Diseases

Maternal, Infant and Child Health

Nutrition and Physical Fitness

Primary Care

Public Health Infrastructure

Sexually Transmitted Diseases

Substance Abuse
Tuberculosis

Violent and Abusive Behavior

In March of 1998, the State Center for Health Statistics (SCHS) was given the task of

working with Program Administrators and staff to produce a comprehensive review of

progress attained with the Healthy Residents Year 2000 Objectives between 1 993 and

1998. In January of 1999, the Progress Review was completed and released.

Following the evaluation and documentation of progress attained, program

administrators and staff working with their Advisory Board members, community-based

contacts, and collaborating federal agencies developed the draft Year 2010 Objectives

for internal review and for public comment.

Many of the draft Year 2010 Objectives are modeled on the federal Year 2010
Objectives; some are refined to fit the particular needs of local residents, and some are

dictated by the federal funding agency program requirements. But the majority are

expressed in measurable terms and grounded in baseline data. Those for which

baseline data are not yet available are so identified. Those considered as

developmental are so designated.

The purpose of this expanded plan is to provide an opportunity for the public to review

and comment on any of the five new programs in which they have an interest.

Comments should be sent to the State Center for Health Statistics at 825 North Capitol





Street, NE, suite 2100, by September 30, 1999. A Public Hearing will be held on

September 28, 1999 at the Howard University Hospital auditorium in its Tower Building.

Persons wishing to testify on any aspects of the new focus areas are invited to attend.

For details, please call Patricia Theiss at the State Center for Health Statistics at (202)

442-9005.





OVERVIEW OF THE DISTRICT OF COLUMBIA

The District of Columbia, the nation's capital, is characterized by its distinctive

international stature and attendant populations. The District, with its 67 square miles of

geographic area, is home to diverse peoples who represent many world cultures. The
estimated 1997 population was 528, 964 of whom African Americans represented 62.9

percent, whites 33.8 percent, Asian and Pacific Islanders 3.0 percent, and American

Indians 0.3 percent. Of the total population, Hispanics comprised 7.2 percent. Thus,

although the challenge faced by the District's public health system is to address the

needs of the entire population, the diverse health needs and health status of the

population must be recognized.

In recent years, dramatic changes have occurred in the health care arena, especially

as relates to the advent of Health Care Management Organizations (HMOs). These
changes have impacted the delivery of health care and have created new challenges

for public health. However, the purpose for providing health care has not changed.

There remains a need for continuous assessment of the impact of these changes on

public health, assurance of access to appropriate interventions, monitoring the health

system, and developing appropriate public policy.

In the midst of this changing health care structure, the District of Columbia struggles

under the weight of a number health-related problems. The five leading causes of

death in 1997 were heart disease, cancer, cerebrovascular disease, HIV/AIDS, and

homicide. These deaths represent rates of 268.4, 228.7, 51.0, 45.9, and 45,

respectively. The infant mortality rate in 1997 was 13.1 deaths per 1,000 live births,

which was about 70 percent higher than the national average. Although high, this rate

represents a substantial drop from 19. 6 per 1,000 in 1992 and 18.2 per 1,000 in 1994.

The high rate of teen births in the city likely contributes to the high infant mortality rate;

in 1995 there were 78 births per 1,000 females 15-17 in age, compared with 36 per

1,000 nationwide. The number of AIDS cases per 100,000 people, at 189 in 1997, is

nearly nine times the national average. Violent crimes, whose victims fill the city's

emergency rooms, occurred at a rate of 2,470 per 100,000 population in 1996, almost

four times the national rate of 634 per 100,000. A summary measure of the health of a

population is the premature death rate, or potential years of life lost before age 65 per

1,000 population. In the District, this figure was 120.9 in 1995, compared with 46.7

nationally.

The challenge to improve the health status of District residents depends on identifying

health risks, adopting positive health behaviors and lifestyles, and utilizing health

services effectively. The community must also be protected from communicable
diseases and environmental threats to reduce health risks. Furthermore, indepth

analysis of health data also indicates that health problems occur in disproportionate

numbers depending on gender, race, and socioeconomic status. For example, in 1997

in





disparate rates for the leading causes of death among residents, including heart

disease (326.2 deaths per 100,000 for blacks and 178.9 deaths per 100,000 for whites)

and cancer (282.7 deaths per 100,000 for blacks and 143.7 per 100,000 for whites).

Thus, the goal of reducing or eliminating health disparities is most appropriate for the

District of Columbia.

The ability to make timely, informed, and appropriate health-related decisions can be

severely compromised without the availability of data. The pursuance of the Healthy

People 2010 Objectives for the District of Columbia would definitely benefit public

health in the District of Columbia in the following ways:

1. Enhance the District's health surveillance, monitoring, and reporting system;

2. Strengthen its ability to detect and control deadly diseases;

3. Provide added avenues for informing health care providers about emergency
trends and disease prevalence in communities;

4. Facilitate better assessment of behaviors related to the major causes of illness

and death, such as heart disease, cancer, stroke, low birth weight, and injuries;

5. Enable a more effective use of limited 'resources to meet health needs; and

6. Enhance the evaluation of programs in measures of effectiveness as pertaining

to protecting public health and safety.

IV





YEAR 2010 DRAFT OBJECTIVES FOR EDUCATION AND
COMMUNITY-BASED PROGRAMS

Overview

As stated in the federal Healthy People 2010 draft Plan's Chapter 4 Overview,

"Attainment of the Healthy People 2010 objectives and improvement in health

outcomes in the United States by the year 2010 will depend substantially on

educational and community-based efforts. These objectives should stimulate and

encourage collaborative action and efficient use of resources from multiple sectors and

community systems to improve health and create healthier communities."

In the District of Columbia, special efforts will be required to address the disparities in

health status among the different groups of residents. To that end, DC Department of

Health has taken the first step in developing a Healthy People 2010 Plan for all

residents. The next step was to solicit public comment on the draft objectives and as a

follow-up to the June 15
th
Public Hearing, seven addition focus areas were proposed of

which five have been added to the 2010 Plan. The third step, an ongoing process for

all of the focus areas addressed in the 201 Plan, is to build interagency coalitions and

durable collaborations with community-based organizations to reach the diverse groups

of residents with health promoting and disease preventing strategies based on the DC
Healthy People 2010 Plan. The 2010 Objectives for community education and activities

in health promotion/disease prevention for the DC Department of Health are modeled

on the federal objectives and are as follows.

Year 2010 Objectives

National 2010 Goal: Community-Based Health Promotion

1. Community Health Promotion (National Objective 4.10)

Join the proportion of local health service areas/jurisdictions that have

established a community health promotion initiative that addresses multiple

Healthy People 2010 focus areas. (Developmental)

• According to the federal 2010 draft plan, a community health promotion

initiative includes all of the following:

Community assessment process involving community entities

(guided by a community assessment and planning model, as

PATCH),

Targeted objectives,





Multiple intervention strategies, including education, policy, and

environmental/social supports, and

Evaluation.

2. Culturally and Linguistically Appropriate Approaches

Join the proportion of local health departments that have established culturally

appropriate and linguistically competent community health promotion and

disease prevention programs for racial and ethnic minority populations.

(Developmental.)

• Select Populations

• Definition of Terms

Following an inventory of existing review mechanisms in the Department of

Health, a formal process can be established for ensuring the cultural

appropriateness of community outreach information and activities. It is possible

that some programs already have a review mechanism for this purpose.

However, as yet there is no formal review committee for the Heathy People 2010

Community outreach activities, as there should be. Considering the various of

racial and ethnic minorities residing in the District, the establishment of a core

body of reviewers with the requisite expertise in knowledge and skills in

addressing intercultural issues and activities is a must, an imperative.
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YEAR 2010 DRAFT OBJECTIVES FOR ASTHMA

Overview

Asthma is a long-term, often progressive disease in which the passageways that carry

air to the lungs become temporarily blocked. The airways become narrow, and the

linings become swollen, irritated and inflamed. Children may be especially sensitive to

such irritants as cigarette smoke, cold air, and airborne particles or chemicals. Also

allergies to dust, pollen, and mold can cause asthma.

Asthma is the leading serious chronic illness among children. Most children have mild

to moderate problems, and their illness can be controlled by treatment at home or in a

doctor's office. For children the illness can become a serious problem causing

numerous visits to the hospital emergency room and multiple hospitalizations. Asthma
medication helps to reduce the underlying inflammation of the airways and relieve or

even prevent a symptomatic narrowing of the airways. The narrowing is responsible for

the difficulty in breathing which is characterized by "wheezing."

The District of Columbia has the highest rate of asthma in the nation - more than 5

percent of residents have asthma, compared to less than 2 percent nationally. To
combat asthma in District children, the DC Department of Health (DOH) has launched

a Childhood Asthma Campaign. The mission of this campaign to reduce the morbidity

and mortality of pediatric asthma through prevention and treatment, utilizing

collaborative partners.

The goal of the DOH asthma campaign is to improve the quality of life for the asthmatic

child, to promote an active partnership between the patient and his/her physician, and
to identify barriers to accessing health care. DOH will also use this campaign to

promote optimal medical management and reduce those environmental hazards in the

community which impact on asthma. The campaign will begin in Ward 6, which has the

highest asthma mortality rate in the District. In 1996, eight of the twenty-two people

who died in the District were in Ward 6. A special study will target asthmatic children

ages 0-1 1 within Ward 6.

Asthma cannot be cured, only controlled. When existing asthma is controlled through

better use of available knowledge and technology, individuals and society benefit in

numerous ways. Two immediate benefits of proper asthma control for the asthmatic

are a decrease emergency room visits and hospitalization due to asthma. Parents of

asthmatic children who have to stay home from school must take time off from their jobs

to care for their children. Better controlled asthma in the child would increase the

parents' on- the-job productivity and the child's school attendance. A healthier

environment can protect asthmatics from frequent attacks.





Year 2010 Objectives

1

.

Reduction in Asthma Mortality Rate (National 201 Objective 24-1

)

Reduce the asthma death rate to no more than 1.5 per 100,000 population.

(Baseline: 2.8 per 100,000 population in the District for all ages in 1997.

Non-age-adjusted figures)

Data source: State Center for Health Statistics.

2. Reduction in Overall Asthma Morbidity, as Measured by a Reduction in Asthma
Hospitalization Rate (National 2010 Objective 24 - 2)

Reduce the overall asthma morbidity, as measured by a reduction in the

asthma hospitalization rate, to 10 per 10,000 people. (Baseline: to be

added.)

3. Reduction in Asthma Morbidity as Measured by a Reduction in Visits to the

Emergency Room (National 2010 Objective 24 - 3)

Reduce asthma morbidity as measured by a reduction in the annual rate of

emergency room visits to no more than 46 per 10,000 people. (Baseline not

available at this time.)
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YEAR 2010 DRAFT OBJECTIVES FOR
HEART DISEASE AND STROKE

Overview

National figures indicate that one person in four suffers from some form of heart

disease, also called cardiovascular disease, which includes: high blood pressure,

coronary heart disease, and stroke. Almost one of every two Americans will die of

some form of heart disease. Risk factors may be inherited or acquired (A list of

inherited and acquired risk factors is at the end of this chapter.). In the District of

Columbia, as in the nation, heart disease remains the leading cause of death.

However, a steady downward trend is evident .Since 1993, the crude death rate for

heart disease among residents declined from 309.3 per 100,000 to 268.4 in 1997 (A

table of resident deaths from heart disease between 1993 and 1997 is at the end of this

chapter). Major factors in this decline in death rates among residents may be an

increased awareness of lifestyle changes to control such risk factors for heart disease

as high levels of blood cholesterol, uncontrolled hypertension, and cigarette smoking,

Stroke is the third leading cause of death in the District of Columbia, as it is in the

nation. Stroke is the number one cause of adult disability. African Americans are twice

as likely to suffer a stroke as whites or Hispanics. More women die each year from

stroke than from breast cancer. However, 80' percent of all strokes are preventable

(according to the Stroke Prevention Council, but a more comprehensive list of risk

factors for stroke from the American Heart Association is at the end of this chapter). In

1996 the crude death rate for stroke among residents was 69.0 per 100,000 with an

age-adjusted rate of 41 .4 (See table on cerebrovascular deaths at the end of this

discussion).

Year 2010 Objectives

1

.

Deaths from Heart Disease ( National 201 Objective 20. 1 , former 15.1)

Reduce deaths from heart disease in the District of Columbia to no more
than 52A per 100,000. (Baseline: In 1996 deaths from heart disease were at

an age-adjusted rate of 177.5 per 100,000 population) (Source: SCHS)

2. Prevalence of High Blood Pressure (National 2010 Objective 20.6)

Reduce the proportion of adult residents with high blood pressure to no
more than 10 percent. (Baseline: 15.7 percent of adult residents reported

being diagnosed with high blood pressure in 1994) (Source: Behavioral

Risk Factor Survey)

III





3. Residents with Controlled High Blood Pressure (National 2010 Objective 20.7)

Increase to at least 50 percent the proportion of people with high blood

pressure whose blood pressure is under control. (Baseline: Nationally 24

percent controlled among people with high blood pressure aged 18 - 74 in

1988 - 91) (Source: federal Healthy People 2010 draft)

4. Residents with High Blood Pressure Who Are Trying to Control Their High Blood

Pressure (National 2010 Objective 20.8)

Increase to at least 95 percent the proportion of people with high blood

pressure who are taking action to help control their blood pressure.

(Baseline: Nationally 71 percent of people with high blood pressure aged
18 and older using medication and diet in 1994). (Source: federal Healthy

People 2010 draft)

5. Residents Having Blood Pressure Measurements within Last Two Years

(National 2010 Objective 20.9)

Increase to at least 100 percent the proportion of adults who have had their

blood pressure measured within the preceding two years and can state

whether their blood pressure was normal or high. (Baseline: 97 percent of

residents reported having their blood pressure checked within the past two
year in the District in 1994.) (Source: Behavioral Risk Factor Survey)

6. Reduction in Mean Serum Cholesterol (National 2010 Objective 20.10)

Reduce the mean serum cholesterol level among adults to no more than

193 mg/dL. (Baseline: 203 mg/dL for Americans aged 20-74 [age-adjusted]

in 1988-94) (Source: federal Healthy People 2010 draft) (Data source to be

established for the District)

7. Reduction in Prevalence of Blood Cholesterol Levels

Reduce the prevalence of blood cholesterol levels of 240 mg/dL or greater

to no more than 13 percent among adults. (Baseline: 19 percent for

Americans aged 20-74 [age-adjusted] in 1988-94) (Source: federal Healthy

People 2010 draft) (Data source to be established for the District)

8. Reduction in Stroke Deaths

Reduce stroke deaths to no more than 16.0 per 100,000 population.

(Baseline: In 1996 the age-adjusted death rate for stroke was 41.4 per

IV





100,000 in the District.) (Source: SCHS)

Table 1

Number and Rate of Heart Disease Deaths:

Districl of Columbia Residents, 1993-1997

Year Number of Deaths "Rate

1993 1.791 309.3

1994 1.724 304.0

1995 1.604 2894

1996 1.597 294.0

1997 1.420 268.4

Table 2

Number and Rate of Cerebrovascular Disease Deaths:

District of Columbia-Residents, 1993-1997

Year Number of Deaths 'Rate

1993 331 57.2

1994 379 66.8

1995 363 65 5

1996 375 690

1997 270 510

' Rates arc per 100.000 estimated population

Source District of Columbia. Department of I Icatti. Sute Center for I Icalili Statistics

V





Resource Requirements (taken from the DC Healthy Residents Year 2000 Plan)

• Manpower: Add to the staff of the Health Department, the following specialists:

Experts in Cardiovascular disease screening and referral

Chronic disease nutritionists

Health educator expert in lifestyle modification counseling

Smoking cessation counselors

Chronic disease epidemiologist

Facilities

• More community-based sites for screening and lifestyle modification

guidance
• Sites for physical conditioning training

• More mobile cholesterol analysis machines
• Training sites for community-based health workers.

Funding

• Increased appropriated funding of health promotion and disease

prevention programs to expand 'screening and lifestyle modification

activities

• Additional categorical and block grant funding from the federal

government to develop model programs for prevention of cardiovascular

diseases.

Other

• A central registry for cardiovascular and stroke morbidity and mortality

• Epidemiological studies of cardiovascular diseases in the District of

Columbia

VI





References
Risk Factors for Heart Disease (adapted from the West Virginia Healthpage)

Inherited or genetic risk factors for the development of heart disease are those you are bom with and

they include

A family history of heart disease - in men before the age of 55 and in women before the age of

65.

Diagnosed Diabetes mellitus

Inherited hypertension - high blood pressure

Inherited low levels of HDL (high density lipoprotein) or high levels of LDL (low density

lipoprotein) blood cholesterol

Aging in men and women

Women, after the onset of menopause - men are at a risk at an earlier age than women, but after

menopause the risk is the same for both.

Acquired risk factors are those caused by your own activities and they include:

Smoking cigarettes

Having acquired hypertension or high blood pressure

Acquired low levels of HDL (the "good" protein) or high levels of LDL (the "bad" protein) blood

cholesterol

Being under stress

Sedentary lifestyles

VII





Risk Factors for Stroke (adapted from the American Heart Association Home page)

Increasing age The chance of having a stroke more than doubles for each decade of life

after the age of 55. While stroke is common among the elderly,

substantial numbers of people under 65 also have strokes.

Male sex Overall, men have about a 19 percent greater chance of stroke than

women. Among people under 65 in age, the risk for men is even greater

than that of women.

Heredity

Prior stroke

High blood pressure

The chance of stroke is greater in people who have a family history of

stroke. African Americans have a much higher risk of death and

disability from a stroke than whites, in part because blacks have a

greater incidence of high blood pressure.

The risk of stroke for someone who has already had one is much greater

than that of a person who has not had a stroke.

High blood pressure is the most import risk factor for stroke. In fact,

stroke risk varies directly with blood pressure. Effective treatment of

high blood pressure may be a key reason for the accelerated decline in

the death rates for stroke.

Cigarette smoking In recent years studies have shown cigarette smoking to be an important

risk factor for stroke. The nicotine and carbon monoxide in cigarette

smoke damage the cardiovascular system in many ways. The use of

oral contraceptives combined with cigarette smoking greatly increases

the risk of stroke.

Diabetes mellitus Diabetes is an independent risk factor for stroke and is strongly

correlated with high blood pressure. While diabetes is treatable, having

it still increases a person's risk of stroke. People with diabetes often

also have high cholesterol and are overweight, increasing their risk even
more.

Carotid artery disease The carotid arteries in the neck supply blood to the brain. A carotid

artery damaged by atherosclerosis (the fatty buildup of plaque in the

artery wall) may become blocked by a blood clot, which may result in a

stroke.

Heart disease A diseased heart increases the risk of stroke. People with heart

problems have more than twice the risk of stroke as those with a normal

heart. Particularly atrial fibrillation (the rapid, uncoordinated beating of

the upper chambers of the heart) increases the risk for stroke. Heart

attack is also the major cause of death among survivors of stroke.

Transient ischemic attacks (TIAs) TIAs are "mini" strokes " that produce stroke-like

symptoms attacks but no lasting damage. They are

strong predictors of stroke. A person who has had one

or more TIAs is almost 10 times more likely to have a

stroke than someone of the same age and sex who has

not.
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High red blood cell count A moderate or marked increase in the red cell count is a risk

factor for stroke. Red blood cells thicken the blood and make
clots more likely.

Other Factors That Can Affect the Risk of Stroke

Geographic location Strokes are more common in the southeastern United States than in

other areas. States in this region are considered "stroke belt" states.

The age-adjusted death rates from stroke are much higher in these

states than in the other states.

Season and climate Stroke deaths occur more often during periods of extremely hot or cold

temperatures.

Socioeconomic factors There is some evidence that people of lower income and educational

levels have a higher risk of stroke.

Excessive alcohol intake Excessive drinking (an average of more than one drink per day

for women and more than two drinks per day for men) and binge

drinking can raise blood pressure, contribute to obesity, high

triglycerides, cancer and other diseases, cause heart failure; and

lead to stroke.

Certain kinds of drug abuse Intravenous drug abuse carries a high risk of stroke from

cerebral embolisms. Cocaine use has been closely related to

strokes, heart attacks, and a variety of other cardiovascular

complications.
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YEAR 2010 DRAFT OBJECTIVES FOR TOBACCO USE

Overview

Cigarette smoking remains the leading cause of preventable disease, death and

disability in the nation.

In the District of Columbia, tobacco use exacts a tremendous toll, making it a

compelling public health priority. It plays a significant role in death, disease and such

health conditions as low birth weight, asthma in children, and disability in older people.

Smokers and non-smokers both share the burden, but smokers are especially affected.

Most District families have experienced the loss of some family member to a smoking-

related disease. Among District residents, 37 percent of deaths in men and 20 percent

of deaths in women are attributable to cigarette smoking. Among cancer deaths in

1996 in the District, 65.7 percent were smoking-related.

Disease Toll

Of particular concern is the toll tobacco is taking on our children - both in the present

and in the future. One in every four youth in the District is currently smoking. Seven
out of ten teenagers have tried smoking. Twenty percent of smoking teens had their

first cigarette before the age of 13. Studies have shown that if we can intervene to stop

kids from starting to smoke or help those teens who want to quit, we can break a

youthful habit before it becomes a lifelong addiction. Addressing tobacco use in youth

calls for preventive health approaches that draw on public health practice and strong

community support.

In addition to direct cigarette smoke, DC residents, especially children, are also

exposed to second-hand smoke in their homes, in cars, in restaurants, and in the

workplace and recreation areas. Numerous studies have also documented that

Environmental Tobacco Smoke (ETS) is responsible for most developmental and

respiratory problems in children and cancerous conditions and cardiovascular problems

in adults.

The link between smoking during pregnancy and an increased incidence of low-birth

weight babies has been documented in a number of studies. In the District of Columbia

in 1996, among Non-Hispanic whites, the percentage of low birth-weight babies was
11.1 percent among smokers and 6.8 percent among non-smokers. Among non-

Hispanic African Americans, the incidence of low birth-weight babies was 25.7 percent

among smokers and 15.8 percent among non-smokers. Among Hispanics, the

incidence of low birth-weight babies was 28.6 percent for smokers and 7.8 percent

among non-smokers. These figures clearly demonstrate that among mothers who
smoked during pregnancy the incidence of low birth-weight babies is higher than





among those who did not smoke. A 2010 Objective in the Maternal, Infant, and Child

Health Chapter targets smoking and pregnancy.

Even though there is a low prevalence of adult smoking in the District (18.8 percent)

compared with other states, DC residents suffer greatly from the debilitating health

consequences of cigarette smoking.

Year 2010 Objectives

1. Prevalence of Tobacco Use (National 2010 Objectives 3.1, 3.2, 3.3 and 3.5)

1.1 Reduce to 14.0 percent the proportion of adults (18 years and older)

who are current smokers. (Baseline: 18.8 percent in 1997 according

to the 1997 Behavioral Risk Factor Surveillance Survey or BRFSS,
District of Columbia)

1 .2 Reduce to 20 percent the proportion of adult Hispanics (18 years and
older) who are current smokers. (Baseline: 28.4 percent of Hispanics

were current smokers in the District in 1997 according to the 1997

Behavioral Risk Factor Surveillance Survey, DC)

1 .3 Reduce the proportion of young people in Grades 9 to 12 who have

ever smoked cigarettes to no more than 50.0 percent (Baseline: 68.7

percent for boys and 67.6 percent of girls according to the 1997

District of Columbia Youth Risk Behavioral Survey)

1 .4 Reduce to at least 16 percent the proportion of young people in

Grades 9 to 12 who report that they are current smokers. (Baseline:

24 percent of boys and 21.3 percent of girls according to the 1997

District of Columbia Youth Risk Behavioral Survey).

2. Abstinence from Tobacco Use during Pregnancy (National 2010 Objective

12.22, former 14.10)

Increase abstinence from tobacco use by pregnant women to 98

percent. (Baseline: 94.5 percent of births in 1997 according to

Hospital Records)

3. Cessation and Treatment (National 2010 Objectives 3.6 and 3.10)

3.1 Increase to 75 percent the proportion of patients who received

advice to quit smoking during the reporting year from a health care

XI





provider (53.6 percent of the total population according to the 1996

Behavioral Risk Factor Surveillance Survey, DC)
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YEAR 2010 DRAFT OBJECTIVES FOR PEDIATRIC DENTAL HEALTH

Overview

There has been no oral health assessment in the District of Columbia since 1 985.

However, it is apparent to practicing pediatric dentists that the District's children, many
of whom are under- or uninsured, are lacking in the routine dental care that is afforded

most of the nation's children. Not only is dental pain the number 1 complaint in the

offices of school nurses, but dental caries is the number 1 preventable disease in

children. The Centers for Disease Control estimate that 20 percent of the nation's

children have 80 percent of the tooth decay.

There has been no dental directive for the city, since the Bureau of Dental Services

was eliminated from the Commission of Public Health in 1989. In 1997, the Department

of Health was established with no Dental Health component. Soon thereafter there

followed a restructuring of the clinical service component of the health department that

transferred management of it from the Health Department to the Public Benefits

Corporation. And in the restructured clinical services delivered at the community

(neighborhood) health centers and school-based programs, funding for many dental

services has been eliminated. Obviously, residents, particularly children, are

experiencing a gap in services that needs to be filled. A second critical need is to

gather the baseline data on the dental needs of the District's most vulnerable children

and to use this information to develop a highly replicable model program for enhancing

access to dental caries prevention, education, and treatment for the District's under-

and uninsured children. This model program could be replicated throughout the city

wards with special attention to those city wards with the greatest need for services

(Wards One, Two, Five, Six, Seven, and Eight). Draft oral health objectives for the

Year 2010 are as follows.

Year 2010 Objectives

1

.

Dental Caries in Children and Youth (National 201 Objective 9. 1 , former 13.1)

Reduce dental caries (cavities) in primary and permanent teeth (mixed

dentition) so that the proportion of children who have had one or more
cavities (filled or unfilled) is no more than 15 percent among children aged

2.4, 40 percent among children aged 6-8, and 55 percent among
adolescents aged 15. (Baseline: Nationally, in the 1988-94 time period, 18

percent of children aged 2-4; 52 percent of children aged 6-8; and 61 percent of

adolescents aged 15 had experienced dental caries. Local baseline to be

established.)
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2. Decayed Teeth in Children and Youth (National 2010 Objective 9.2, former 13.2)

Reduce untreated cavities in the primary and permanent teeth (mixed

dentition) so that the proportion of children with decayed teeth not filled is

no more than 12 percent among children aged 2-4, 22 percent among
children aged 6-8, and 15 percent among adolescents aged 15. (Baseline:

Nationally from 1 988 -94, 1 6 percent of children aged 2-4; 29 percent of children

aged 6-8; and 20 percent of adolescents aged 15 had one or more decayed

teeth. Local Baseline to be determined.)

3. Children with Protective Sealants in Permanent Molar Teeth (National 2010
Objectives 9.9, former 13.8)

Increase to at least 70 percent the proportion of children aged 8 and 14

who have received protective sealants in permanent molar teeth. (Baseline:

Nationally from 1988 - 94, 23 percent of 8-year-old and 24 percent of 14-year-

old children received sealants in permanent molar teeth. Local baseline to be

determined.)

4. Caries Screening for 2-Year-Olds (National 201 Objective 9.12)

Increase to (EPSDT rate) percent the proportion of 2-year-olds who receive

caries screening by a qualified health professional (e.g, dentist, dental

hygienist, pediatrician, nurse, etc.) for the existence of any observable

decay and counseling regarding the need to either increase sources of

fluoride or decrease potentially excessive sources of fluoride, e.g.,

unsupervised tooth brushing. ( Baseline to be established)

5. Oral Screening for Children Entering School Programs for the First Time
(National 2010 Objective 9.13)

Increase to at least 85 percent the proportion of all children entering

school programs for the first time who have received an oral health

screening. Of those screened and needing referral, 25 percent will have

received a referral for necessary diagnostic, preventive, and treatment

services. Of those being referred for treatment, 30 percent will have begun
treatment within 90 days. (Baseline to be determined)

6. School-based Health Centers with Oral Health Component (National 2010
Objective 9.15)

Increase to 10 percent the proportion of school-based health centers

(prekindergarten through 12 th grade) with an oral health component. (This
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objective has already been achieved, but is included as a status indicator.)

7. Community-based Health Centers with Oral Health Education and Service

Component (National 2010 Objective 9.16)

Increase to 5 percent the proportion of local community-based health

centers that have a direct oral health education and service component.
(This objective has already been achieved, but is included as a status indicator.)

8. Viable System for Recording and Referring Infants and Children with Cleft Lips,

Cleft Palates, and Other Craniofacial Anomalies to Craniofacial Anomaly Teams
(National 2010 Objective 9.18)

Ensure that the District of Columbia has a viable system for recording and
referring infants and children with cleft lips, cleft palates, and other

craniofacial anomalies to craniofacial anomaly teams. (Baseline: Nationally

in 1993, 23 states had systems for recording and referring infants and children

with cleft lips, palates, and other craniofacial anomalies)
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New Focus Area

MENTAL HEALTH

Section e





YEAR 2010 DRAFT OBJECTIVES FOR MENTAL HEALTH

Overview

In the development of the Healthy People 2010 Objectives for Mental Health, the

District of Columbia Commission on Mental Health Services (CMHS) planners used the

federal Healthy People 2010 Draft Objectives Document and the District of Columbia

Healthy Residents Year 2000 Plan, the same data sources as used by the DOH 201

program planners. However, CMHS planners were not able to use the recommended
baseline year of 1995 for the Mental Health Objectives, because the transfer of the

Mental Health Commission from the Department of Human Services into receivership

occurred after 1995 and new databases are still being established.

The Mental Health objectives selected from these two sources are those most relevant

to the Commission's program plans for improving the mental health of District of

Columbia residents by the year 2010. Other data sources include the FY 1999

Community Mental Health Services Performance Partnership Block Grant Application,

Draft CMHS Work Plan, Draft Objectives of the Receivership, and the Planned

Implementation of Performance Indicators under the State Indicator Pilot Grant.

Year 2010 Objectives

1. Mental Disorders among DC Children and Adolescents (National 2010 Objective

23.4)

Reduce to percent the prevalence of mental disorders among children and
adolescents. (Developmental)

• In the FY 1999 Community Mental Health Services Performance

Partnership Block Grant Application (i.e., State Mental Health Plan),

CMHS based its prevalence estimates of mental disorders among adults,

children and adolescents on the Substance Abuse and Mental Health

Services Administration (SAMHSA) methodology published July 17, 1998.

• The results of this analysis suggest that during any six-month period, one

of every 5 people ages 18 and older in the District experiences a

diagnosable mental disorder. This rate is slightly higher than that of the

general adult US population.

• The SAMHSA methodology for children and youth excluded children - 9

years old. The CMHS estimate based on this methodology added a

correction factor to account for this age group. The results suggest that in

the District there are 5,768 children aged 0-17 who experience serious
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emotional disturbance (SED).

• One of the goals of the Receivership is to conduct a prevalence estimate

analysis for adults, children and adolescents in the District of Columbia.

This will determine the appropriateness of previous estimates. The child

and adolescent analysis will include relevant diagnosis for SED ages, -

6, 7 - 12, 13 - 18, and 19-22. It will focus on gender, geographic area

and specific disabilities.

• Two consultants have been identified and this analysis will be completed

by the end of August 1 999. Once the prevalence estimate of mental

disorders is determined among the District's children and

adolescents, a reduction rate can be set.

• A number of performance indicators will be developed that relate to

children and adolescents with mental disorders. These include the

following:

Performance Indicator Projected Availability Date

Percent of Hispanics in child population September 30, 1999

Percent child consumers placed out-of-home September 30, 1999

Percent parents perceive they participate in

child's treatment March 31 , 2000

Adverse outcomes in 24-hour supervised

treatment programs for children and

adolescents March 31 , 2000

Percent children with SED who receive

wrap-around and/or in-home services March 31 , 2001

Percent of available school days attended September 30, 2001

Homeless People 18 and older with Serious Mental Illness (National 2010

Objective 23.5)

Decrease to percent the number of homeless people aged 18 and older

who have serious mental illness.

• In the District of Columbia, it is estimated that the number of homeless
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persons on any given day is 7,800 (Community Partnership for the

Prevention of Homelessness). The number of adults who are homeless

and in need of mental health services is estimated at 2,444 to 3,164

(Dixon Service Development Plan).

• The CMHS has targeted services to the homeless population through its

Comprehensive Psychiatric Emergency Program (formerly Emergency
Psychiatric Response Division); contracted homeless support teams,

homeless housing program, and a drop-in center. It is anticipated that by

March 31, 2000 there will be a performance indicator on the number of

homeless persons with serious mental disorders who receive mental

health services. Once this number is developed coupled with the

prevalence of mental disorders among the District's homeless adult

population, a reduction rate can be set.

3. To Restore Persons with Serious Mental Illness to the Ranks of the Employed
(National 2010 Objective 6)

Of those persons with serious mental illness, increase to percent the

proportion of working-age individuals who are employed.

• The CMHS hired a Director of Consumer Employment in January of 1999.

A task force on Consumer Employment was convened during FY 1999

and developed a report. A Consumer Employment Action Plan with

implementation strategies was also developed.

• It is anticipated that a performance indicator on the change in

employment after services are provided will be developed by March 31

,

2000. Also, a performance indicator on the percent of adults with serious

mental illnesses (SMI) receiving supported employment will be developed

by March 31 , 2001 . Once these data are developed, the increase in the

proportion of working age individuals with a serious mental illness can be

set.

4. State Plan to Develop Cultural Competence within the Mental Health Delivery

System (National 2010 Objective 23.9)

Increase to the number of States that have a plan to develop cultural

competence within their mental health delivery system.

• The District's public mental health system addresses the needs of

multilingual and multiethnic populations through its Multicultural Services

Division (MSD). During FY 1998 a visioning conference was held with the
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District's multilingual and multiethnic stakeholders to determine how MSD
could improve service delivery to this population. In FY 1999 a Draft

Action Plan was developed based on the findings and recommendations.

• Training in cultural competence has been routinely offered to adult and
child service providers. It is envisioned that this training will continue.

• During FY 1999 a Multicultural Task Force was created. This body will be

responsible for developing a CMHS Multicultural Strategic Plan. This

planning initiative will include a cultural competency tool that will be used

for staff development.

Programs to Divert Serious Mentally III Adults from Jail to Appropriate

Community-based Services (National 2010 Objective 23.19)

Increase to percent the proportion of counties and municipalities that

have programs to divert serious mentally ill adults from jail to appropriate

community-based services.

• The District's public mental health system has several program initiatives

aimed at jail diversion. The Forensic Services Administration's primary

goal is to provide a full range of'inpatient and outpatient mental health

services for adults involved in the District of Columbia's legal system.

• Consumers include criminal defendants, insanity acquitees, and

sentenced prisoners. Civil consumers are also served whose behavior

has shown that they are too dangerous to be handled in the Civil Division.

• Within the Community Mental Health Center (CMHC) service delivery

system, there is a Jail Liaison. The role of the Jail Liaison involves

coordination of services for incarcerated consumers on the CMHS rolls so

that linkage with the outpatient programs is maintained during

incarceration, and there is a smooth transition after incarceration back to

the outpatient program. It also involves coordination for consumers in jail

that are not known to CMHS who are in need of outplacement into

consumer mental health programs.

• The CMHS also has a Jail Diversion Task Force. There are three

subcommittees: 1 )
pre-booking, 2) resources development, and 3) post-

booking.

• It is anticipated that a performance indicator on the percent of consumers

arrested will be developed by March 31, 2000.
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6. State Plans Addressing Crisis and Ongoing Mental Health Services for the

Elderly (23.21)

Become one of the states with state plans that address crisis and ongoing
mental health services for the elderly by the Year

• During FY 1 998 an Elders Task Force was convened that focused

primarily on inpatient services. In FY 1 999 this body was expanded to

become the Elders Mental Health Services Task Force, and a report was
developed. An Action Plan with implementation strategies was also

developed.

• The CMHS has identified an Elders Mental Health Services Coordinator

to implement the Action Plan.

7. State Plan addressing Services for Individuals with Co-occurring Mental Health

and Substance Abuse Disorders (National 2010 Objective 23.22)

Become one of the states with a State plan to address services for

individuals with co-occurring mental health and substance abuse disorders

by the Year .

• In FY 1999 the CMHS Addiction Issues Task Force developed a Draft

Action Plan for Dual Diagnosis Services. The proposed plan involves

establishing formal and informal relationships with public and private

substance abuse agencies, expanding the current addictions Treatment

for the Mentally III Training, improving the Employee Assistance Program,

seeking grant funding to support dual diagnosis initiatives, and

developing initiatives for special populations.

• It is anticipated that a performance indicator for the percent of individuals

who experience reduced mental impairment from substance abuse will be

developed March 31, 200I.

8. State Office of Consumer Affairs for Mental Health Services or a Statewide

Consumer Organization that Addresses Issues Identified by Users of Services

and Their Families (National 2010 Objective 23.24)

Become one of the states with an Office of Consumer Affairs for Mental

Health Services or a Statewide Consumer Organization that addresses

issues identified by users of services and their families by the Year 2000.

• During FY 1 999 a Director of the Office of Consumer and Family Affairs
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was appointed. A Director of Consumer Employment was also appointed.

It is envisioned that consumer services will be consolidated within this

office to include consumer rights and coordination of elder services.

There is also a statewide consumer organization within the District, the

DC Consumers League. There are also organizations that address family

issues as well as child and youth issues.
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YEAR 2010 OBJECTIVES FOR CANCER
Overview

Cancer is a chronic disease which is the second leading cause of death in both the

United States and the District of Columbia. It accounts for one in five deaths in

America, and one of every three Americans alive today will eventually develop cancer.

In the District of Columbia over 3,000 new cases of cancer are reported each year.

This translates into one of the nation's highest prevalence rates for cancer.

Year 2010 Objectives

1

.

Lung Cancer Mortality (National 201 Objective 1 7.2, former 1 6.2)

Reduce lung cancer mortality in the District of Columbia to an age-adjusted

death rate of no more than 46.5 per 100,000 residents. (Baseline: The
average age-adjusted death rate in the District for the years from 1993-1996

was 54.1 per 100,000 residents.)

• In concert with the reduction of 14% in lung cancer mortality as advocated

on the national level, the District of Columbia's goal for the Year 2010 will

be an age-adjusted lung cancer death rate of no more than 46.5 per

100,000 based on the 1993-1936 average of 54.1.

• Intervention strategies to be undertaken during the next ten years include

increased educational activities directed at high risk youth, efforts

targeted at cessation and decrease in overall smoking rates in young
women, and African Americans - black males; and increased attention

toward the professional health care community in reinforcing smoking

cessation and abstinence behaviors in adolescent and adult patients.

2. Breast and Cervical Cancer Mortality (National 2010 Objective 17.3, former 16.3,

for breast cancer mortality and Objective 17.4, former 16.1 , for cervical cancer

mortality)

2.1 Reduce breast cancer mortality in the District of Columbia to an age-

adjusted death rate of no more than 26.7 per 100,000 residents.

(Baseline: The average age-adjusted death rate for breast cancer

from 1993-1996 in the District was 31.7 per 100,000 residents.)

• In concert with the reduction of 16% in breast and 60% in cervical

cancer mortality as advocated on the national level, the District of

Columbia's goal for the Year 2010 will be an age-adjusted breast

cancer death rate of no more than 26.7 per 100,000 population
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based on the 1993-1996 average of 31 .7.

2.2 Reduce cervical cancer mortality in the District of Columbia to an

age-adjusted death rate of no more than 1.35 per 100,000 residents.

(Baseline: The average age-adjusted death rate from cervical cancer

in the District for the period from 1993-1996 was 3.37 per 100,000

residents.)

• The Year 2010 goal for cervical cancer mortality will be a death rate of no

more than 1.35 per 100,000 based on the 1993-1996 average of 3.37.

• The federally funded D.C. Breast and Cervical Cancer Early Detection

Program (BCCEDP) aims to reduce the mortality rates of breast and

cervical cancer through the promotion and support of early detection

practices and the provision of free, quality screening and diagnostic

services to eligible women. Currently this program is in operation at 22

sites throughout the city, and plans are underway to expand services to

women in substance abuse programs in which cervical abnormalities are

common.

Colorectal Cancer Mortality (National 2010 Objective 17.5, former 16.5)

Reduce colorectal cancer mortality in the District of Columbia to an age-

adjusted death rate of no more than 13.5 per 100,000 residents. (Baseline:

The average age-adjusted death rate from colorectal cancer in the District

for the period from 1993-1996 was 19.5 per 100,000 residents.)

• In concert with the reduction of 31 % in colorectal cancer mortality, as

advocated at the national level, the District of Columbia's goal for the

Year 2010 will be an age-adjusted colorectal cancer death rate of no

more than 13.5 per 100,000 population based on the 1993-1996 average

of 19.5.

• Intervention strategies to be undertaken during the next ten years include

increased educational activities directed at the general public on altering

risk factors, such as high fat and low fiber diets; attention to alterations in

bowel functions or bleeding; the need for routine screening according to

American Cancer Society (ACS) guidelines; and increased efforts

directed toward the professional health care community in reinforcing

patient education and screening in high risk groups.
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Prostate Cancer Mortality (National 2010 Objective 17.7)

Reduce prostate cancer mortality in the District of Columbia to an age-

adjusted death rate of no more than 32.8 per 100,000 residents. (Baseline:

The average age-adjusted death rate from prostate cancer for the years

from 1993-1996 in the District was 45.5 per 100,000 residents.)

• The District of Columbia's goal for the Year 201 will be an age-adjusted

prostate cancer death rate of no more than 32.8 per 100,000 population

based on the 1993-1996 average of 45.5. This rate is in keeping with our

drive to reduce the unacceptably high rate of prostate cancer in African

American men, and would force a more aggressive posture.

• Intervention strategies to be undertaken during the next ten years include

annual PSA/DRE screening for African American males over 45 years in

age (over 50 for others of normal risk) according to ACS guidelines,

targeted free or low cost screening programs through local hospitals and

clinics serving at risk males, and increased efforts directed towards the

professional health care community in reinforcing patient education and

screening in high risk groups.

• Educational activities directed at the African American population on

altering risk factors, such as high fat and low fiber diets, and encouraging

the seeking of early medical evaluation for alterations in urinary function

will also be undertaken at the community level.
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YEAR 2010 OBJECTIVES FOR DIABETES

Overview

Diabetes is still a significant challenge for the District of Columbia. Many residents

have one or more risk factors for the development of diabetes. A Diabetes Control

Program has been instituted by the Department of Health to address some of the

issues and challenges related to diabetes in residents.

Year 2010 Objectives

1 . Mortality Rate due to Diabetes as Primary Cause of Death among DC Residents

(National 2010 Objective 18.4, former 17.9)

Reduce the mortality rate due to diabetes as primary cause of death in DC
residents to 22.7 per 100,000 (age-adjusted rate). (Baseline: 26.2 per

100,000, age-adjusted to 1970 population in 1995*)

1.1 Overall Mortality from Diabetes as Primary Cause among DC Residents

Reduce the overall mortality in DC residents from diabetes as the

primary cause to 22.7 (age-adjusted rate) or 28.7 (crude rate) per

100,000. (Baseline: 26.2 (age-adjusted) and 33.7 (crude rate) per

100,000, respectively, in 1995)

1 .2 Mortality from Diabetes as Primary Cause among African American
Women

Reduce mortality from diabetes as primary cause among African

American women residing in the District to 25.5 (age-adjusted rate)

or 37.4 (crude rate) per 100,000. (Baseline: 30.0 (age-adjusted rate)

or 44.0 (crude rate) per 100,000 in 1995)

1 .3 Mortality from Diabetes as Primary Cause among African American Males

Reduce mortality from diabetes as primary cause among African

American males residing in the District to 32.7 (age-adjusted) or 33.2

(crude rate) per 100,000. (Baseline: 38.5 (age-adjusted) or 39.1 (crude

rate) per 100,000)

• Rate setting method: 15% improvement
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2. Diabetic Residents Having Annual Hemoglobin A 1 c Measurement (National

2010 Objective 18.16)

Increase the percentage of DC residents with diabetes who report having a

yearly Hemoglobin A 1 c measurement to 80.0 percent . (Baseline: 69.8

percent in 1996-97**
)

(Note: Percentage is calculated using the number of respondents who said they

had ever "heard" of Hemoglobin A 1 c).

• Rate setting method: 15% improvement

3. Diabetic, Residents Having Ever Heard of Hemoglobin A 1 c or Knowing the

Significance of a Hemoglobin A 1 c

Increase the percentage of DC residents with diabetes who report ever

hearing of Hemoglobin A 1 c or knowing what a Hemoglobin A 1 c is to 49.8

percent. (Baseline: 30.2 percent in 1996-97)

• Rate setting method: 65% improvement

4. Diabetic Residents Having a Dilated Eye Exam within the Past Year (National

2010 Objective 18,19, former 17.23)

Increase the percentage of DC residents with diabetes who report having a

dilated eye exam within the past year to 60 percent. (Baseline is 37.3

percent in 1996-97.**)

• • Rate setting method: 61% improvement

5. Incidence of End Stage Renal Disease (ESRD-DM) among Residents with

Diabetes (National 2010 Objective 18.14, former 17.10)

Decrease the incidence rate of ESRD-DM among residents with diabetes to

7.0 per 1,000. (Baseline: 8.2 per 1,000 in 1997***
)

• Rate setting method: 15% decrease

6. Diabetic Residents Having Their Feet Checked by a Health Professional within

the Past Year (National 2010 Objective 18.20)

Increase the percentage of residents with diabetes who report having their

feet checked for sores or irritations by a health care professional within the
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past year to 75 percent. (Baseline: 57.0 percent in 1996-97)

• Rate setting method: 31 .6% improvement

7. Diabetic Residents Reporting Having Had an Oral Health Exam within the

Previous 12 Months

Increase the percentage of residents with diabetes who report having an

oral health exam within the previous 12 months to 30 percent or by 50

percent, whichever is greater. (Baseline data not available.)

8. Diabetic Residents Reporting Having Been Advised by Provider of Self-

management Strategies (National 2010 Objective 18.23, former 17.14)

Increase by 50 percent the proportion of residents with diabetes who
report having participated in at least one health provider encounter within

the previous 12 months which focused on self-management strategies.

(Target is 90 percent; local baseline is unknown, but nationally 43 percent

in 1993.)

9. Diabetic Residents Reporting Having Examined Their Feet at least Once Daily

Increase by 50 percent the proportion of residents with diabetes who
report examining their feet at least once daily. (Target is 70 percent;

baseline is unknown.)

10. Diabetic Residents Reporting Having One Encounter with Provider Devoted to

Dietary Counseling.

Increase by 50 percent the proportion of residents with diabetes who
report at least one health care provider encounter within the previous year

devoted to dietary counseling. (Target is 90 percent; baseline is unknown.)

1 1

.

Emergency Room Visits for Diabetic Complications

Reduce the number of annual emergency room visits for diabetes related

complications by 40 percent (Baseline year 1999)

• The lack of baseline data on several key elements of diabetes care

makes it obvious that a database on diabetic outcomes and management
in the District of Columbia needs to be established. The program manager
recommends that this be part of an overall data collection effort to

document the health and health practices of District residents. Without
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such a database, efforts to improve healthcare will be based on best

guess estimates and therefore may prove to be wasteful and/or

ineffective.
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*State Center for Health Statistics, 1995 mortality data for diabetes as primary

cause of death. 1970 used as standard population.

**1996 and 1997 BRFSS diabetes modules were combined to compute

percentages. Prevalence tabulations include weighted samples size numbers

for each demographic category. The numerator represents the population at

risk, while the denominator represents the total number of diabetic persons

surveyed for each year.

***Renal Network 5 ESRD 1997 Annual Report , Mid-Atlantic Renal Coalition.
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YEAR 2000 AND 2010 OBJECTIVES FOR ENVIRONMENTAL HEALTH

Overview

A new District of Columbia Department of Health independent of the Department of

Human Services and focused on public health issues became a reality in January of

1997. The major charge of the new health department was to improve the health status

of District residents through population-based policies and programs. A major focus of

the new department was to integrate public health services with environmental health

programs and initiatives. This integration is important, because many public health

problems have deep roots in the environment. The Environmental Health

Administration (EHA) was introduced in January of 1998 to operational ize the linkages

between public health and environmental health.

The overarching goals of the EHA are to protect human health, prevent environmental

degradation, and to promote, preserve, and protect the ecological balance of the

District of Columbia. Pursuant to the above-stated goals, a number of program

initiatives have been developed and implemented which are integral parts of this multi-

faceted division within the Department of Health.

EHA currently manages a variety of inspection programs that directly affect public

health and safety, such as lead poisoning prevention, food protection, drug control,

radiological health and medical devices, and pesticide certification. These programs

also have education and enforcement components.

EHA also provides federal and local oversight and enforcement for programs to protect

environmental media (air, water, soil, etc.) which are often used as direct measures of

environmental quality. However, the protection of environmental media may also

prevent the occurrence of diseases arising from chronic adverse environmental

exposures. Specific on-going programs include air quality regulation (asbestos

included), water quality regulation, underground storage tank regulation, toxic

substances regulation, and hazardous waste management programs.

Where specific environments have already been damaged due to past practices, EHA
has formed partnerships with a number of other district, state and federal agencies, and

consumer organizations to begin the task of environmental restoration. Two of the

major initiatives being coordinated via EHA include the Brownfields Initiative and the

initiative to clean-up the Anacostia River. The Brownfields initiative seeks to remediate

parcels of land contaminated by former tenants to a level consistent with proposed new
uses. The clean-up of the Anacostia is a major priority for EHA and major projects

include the on-going restoration of wetlands along the Anacostia and the remediation of

the Navy Yard Superfund site. Remediation of point sources of contamination to the

Anacostia River and the restoration of wetlands will permit the removal of silt and other
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toxic contaminants and restore the habitats of a variety of aquatic and bird species.

A major benefit arising from the full integration of environmental health services and

programs into the Department of Health is a more comprehensive approach to the

solution of health programs facing the residents of the District. Integration of these

services will also lead to the consolidation of resources needed to handle the high

rates of disease and disability within the District and spur economic development in

ways consistent with the protection of the environment.

Year 2010 Objectives

1

.

Waterborne Disease from Infectious Agents and Chemical Poisoning (National

2010 Objective 5.4, former 11.3)

Reduce outbreaks of waterborne disease from infectious agents and
chemical poisoning to no more than 11 per year. (Baseline: 16 outbreaks

in 1998 nationally.)

• There is only one community water supply in the District of Columbia.

There were zero (0) waterborne diseases from infectious agents or

chemical poisonings reported for 1997. Ongoing upgrades of the system

should ensure that the current status will be maintained and the 2010
objectives of zero (0) achieved.

2. Blood Lead Levels (National 201 Objective 5. 1 1 , former 1 1 .4)

Reduce the prevalence of blood lead levels exceeding 15 mg/dL and 25

mg/dL among children aged 6 months - 5 years to no more than 300,000

and zero, respectively. (Baseline: An estimated 3 million children had lead

levels exceeding 15 mg/dL and 234,000 had levels exceeding 25 mg/dL in

1984 nationally.)

1997 By Yr 2000 By 2010
*Total number of DC children screened 22,881 60,000 274,572

Number with blood levels >1 5mg/dL 886(3%) 1 ,800 (3%) 2,745 (1 %)
Number with blood levels >25mg/dL 171(<1%)

""Cumulative figures are shown in table.

3. Exposure to Air Pollutants (National 2010 Objective 5.1, former 1 1.5)

Reduce human exposure to criteria air pollutants, as measured by an

increase to at least 85 percent in the proportion of people who live in
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counties that have not exceeded any Environmental Protection Agency
(EPA) standard for air quality in the previous 12 months. (Baseline: 49.7

percent in 1988)

• The District of Columbia is in attainment of the National Ambient Air

Quality Standards (NAAQS) for carbon monoxide, sulfur dioxide, nitrogen

dioxide, particulates and lead. The Year 2010 Objective for these air

pollutants is to maintain or improve existing air quality levels.

• The District and the surrounding greater metropolitan area do not meet
the NAAQS for ozone (both the 1 -hr. and 8-hr. standards) and the greater

metropolitan area is classified as a serious non-attainment area for this

pollutant. The Year 2010 Objective for ozone is to attain and maintain the

NAAQS, thereby allowing the District to meet all Federal air quality

standards.

Testing of Homes for Radon (National 2010 Objective 5.21 , former 1 1 .6)

Increase to at least 40 percent the proportion of homes in which
homeowners/occupants have tested for radon concentrations and have

either been found to pose minimal risk or have been modified to reduce

risk to health. (Baseline: Less than 5 percent of homes had been tested in

1989 nationally.)

(Nationally) Baseline 1989 DC 1997 DC Target 2010

Homes Tested <5% 5% 25%

Release of Hazardous Substances from Industrial Facilities (National 2010
Objective 5.23, former 1 1 .7)

Reduce human exposure to toxic agents by decreasing the release of

hazardous substances from industrial facilities: 65 percent decrease in the

substances on the Department of Health and Human Services (DHHS) list

of carcinogens, and a 50 percent reduction in the substances on the

Agency for Toxic Substances and Disease Registry (ATSDR) priority list of

the most toxic chemicals. (Baseline: 0.35 billion pounds on the DHHS list

of carcinogens and 2.15 billion pounds on the ATSDR list of the most toxic

chemicals in 1988.)

• While there are only a few industrial sites in the District generating

hazardous substances, the District environmental health staff has been

working with the EPAs Waste Minimization Team to develop mechanisms

to reduce releases of the most "Persistent, Bio-Accumulative and Toxic"
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(PBT) chemicals to the environment.

• We have received from EPA a computer tool for identifying the PBT
chemicals in the District and will use this tool to develop our own release

reduction strategy and plan.

Baseline Data 1997 Target Year 2010

Tons of hazardous

waste generated 8,301 50% reduction to 4,150 tons

6. Testing for Lead-based Paint in Homes Built before 1950 (National 2010

Objective 5. 1 7, former 11.11)

Perform testing for lead-based paint in at least 50% of homes built before

1950. (Baseline: 5 percent in 1991 nationally)

1991-96 By Year 2000 By Year 2010

DC Housing Units Inspected: 1,150 3,000 30,000

7. Lead Hazards in Housing Units (Proposed District Objective)

Increase the number of lead hazard reductions in housing units by 90

percent.

DC Baseline 1997 Year 2000 Year 2010
Abated Units: 94 250 1,200

8. Clearance of National Priorities Hazardous Waster Sites (National 2010
Objective 5.12)

Eliminate significant health risks from the National Priorities List (NPL) of

hazardous waste sites, as measured by performance of clean up at these

sites sufficient to eliminate immediate and significant health threats as

specified in health assessments completed at all sites. (Baseline: 1,079

sites were on the list in March of 1990; of these, health assessments have

been conducted for approximately 1,000 nationally.)

• The District has only one site on the NPL - the Washington Navy Yard.

Remediation has been initiated to remove any immediate and significant

health threats from this site as part of a Corrective Action Order issued by

EPA against the Navy Year in 1998. We expect to complete remediation

of the Navy Yard site by 2006.

• Additionally, there are two programs in the Resource Conservation &
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Recovery Act (RCRA) that address contaminated sites. These programs
are: Hazardous Waste (HW) and Leaking Underground Storage Tank
(LUST) sites.

• Baseline Data 1998: One proposed site on the NPL. Target Year 2010:

sites on the NPL.

• Baseline Data 1998: 375 leaking storage tank sites. Target Year 2010:

sites (all existing in the 1998 baseline will have been remediated).

• Baseline Data 1998: 40 sites on the federal RCRA list.

Target Year 2010: sites on the federal RCRA list (all existing 1998 sites

will have been addressed).

Restoration of Curbside Recycling Programs (National 2010 Objective 5.15,

former 11.8)

Establish curbside recycling programs that serve at least 50 percent of the

District of Columbia population and continue to increase household

hazardous waste collection programs.

• Re-institute curbside recycling program: Baseline data 1998: Reinstated

household curbside recycling program. Target Year 2010: Continuation

of curbside recycling program.

• Household hazardous waste is exempt from regulation under

current hazardous waste laws and therefore this objective is mainly the

responsibility of the Department of Public Works (DPW). However, the

Hazardous Waste program does provide regulatory oversight and

technical support to any household hazardous waste activities performed

by DPW. DPW has recently re-established its household waste program

and held a successful household hazardous waste collection day on

September 26, 1998. It is planning to repeat this activity in late fall or

early winter and also is looking into establishing a permanent collection

facility in the future.

• Increase household hazardous waste collection programs: Baseline data

1998: One household hazardous waste collection program. Target Year

2010: Conduct two yearly household hazardous waste collection

programs and establish a permanent waste collection drop off point in the

District.
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10. Sentinel Environmental Diseases (National 2010 Objective 5.22,).

Establish and monitor in at least 35 States plans to define and track

sentinel environmental diseases. (Baseline: states in 1990)

• This is consistent with the 5-year strategic plan for the pesticide program

that is currently in partnership with the National Capital Poison Control

Center to provide baseline data on pesticide poisoning for 1996 and
1997. Future agreements are projected to obtain the data on a 3-5 year

cycle.

• The BHMTS will cooperate in DOH plans to establish and monitor these

data.

• The program is seeking a 50 percent reduction in poisonings by the Year

2010 through a public outreach programs and the investigation of

incidents that have resulted from the application of pesticides by Pesticide

Operators licensed to conduct activities in the District.

DC Baseline Data 1996 Goal for Year 2010
Pesticide Poisonings 21,000 10,000

1 1

.

Required Disclosure of Presence of Radon to Prospective Homeowners
(National 2010 Objective 5.21, former 11.6)

Increase to at least 30 the number of states requiring that prospective

buyers be informed of the presence of lead-based paint and radon

concentrations in all buildings offered for sale. (Baseline: Two states

required disclosure of lead-based paint in 1989; one state required

disclosure of radon concentrations in 1989; two additional states required

disclosure that radon has been found in the state and that testing is

desirable in 1989.)

• Sampling for the presence of radon in District homes was initiated in

1990. Based upon that data, it is believed that the number of homes with

high radon levels is not sufficient to institute a disclosure law in the

District.

Food and Drug Safety

1 . Infections Caused by Foodborne Pathogens (National 201 Objective 6. 1

,

former 12.1)
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Reduce infections caused by key foodborne pathogens to incidences of no
more than the below listed.

Disease per 100.000 DC 1998 Baseline Year 2010 Target

Salmonella species 2 1

Campylobacterjejuni
Escherichia coli 1 57 : H

7

Listeria monocygenes
Unknown Etiology 3 1

2. Infections Caused by Salmonella enteritldls (National 2010 Objective 6.2, former

12.2)

Reduce outbreaks of Salmonella enteritidis to fewer than 25 outbreaks

yearly (Baseline: 77 outbreaks in 1989 nationally)

1998 Baseline Year 2010 Target

District of Columbia Outbreaks 2

Service and Protection Objectives

3. Implementation of Food Code 1997 for Institutional Food Operation (National

2010 Objective 6.7)

Extend to at least 70 percent the proportion of states and territories that

have implemented Food Code 1993 for institutional food operations and to

at least 70 percent the proportion that have adopted the new uniform food

protection code that sets recommended standards for regulation of all

food operations. (Baseline: 2 percent in 1994)

• The District of Columbia expects to adopt the 1999 Food Code during the

FY 99 City Council session.

4. Linked Automated Information Systems for Pharmacies for Information Sharing

on Potentially Adverse Reactions to Medications (National 2010 Objective 13.4

and 13.5)

Increase to at least 80 percent the proportion of pharmacies that dispense

prescription medications that use linked systems to provide alerts to

potential adverse drug reactions from medications dispensed by a different

source to individual patients. (Baseline: 95 percent of pharmacies utilized

computer system in 1993).
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• All (100%) of the pharmacies operating in the District of Columbia utilize

computer systems for the above stated purpose.

Consumer Useful Information with New Prescriptions from Prescribers or

Dispensers (National 2010 Objective 13.10)

Increase to at least 75 percent the proportion of people who receive useful

information verbally and in writing for new prescriptions from prescribers

or dispensers. (Baseline: For written information, 14 percent from

prescribers and 32 percent from dispensers in 1992 nationally).

DC Baseline 1998 Yr.2000 Yr. 2010

Dispenser Written Information 48% 75% 100%
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YEAR 2010 OBJECTIVES FOR ACCESS TO QUALITY HEALTH
SERVICES: HEALTH CARE FINANCE

Overview

Since 1993, there have been significant changes in the infrastructure of the local

government which have had a pronounced impact on the health care finance area.

Some of these changes were: the appointment of a new Medicaid Director with

previous experience as both a Medicaid State Agency Director and Senate Health

Subcommittee Policy Specialist; the reconfiguration of DC Medicaid to operate as a

component of the newly independent Department of Health, instead of the Department

of Human Services; the delegation of day-to-day oversight for many of the key DC
municipal departments to the Control Authority rather than to the Mayor; and the

passage of the Balanced Budget Act with its new programmatic changes for Medicaid.

The impact of all of these changes in infrastructure has created a different environment

in 1998 for health care finance than that which existed just five years ago.

Year 2010 Objectives

National 2010 Goal: Assure Access to Appropriate Clinical Preventive

Services

1

.

Insurance Coverage for Medicaid Eligible Pregnant Women and Children Up to

200 Percent of Poverty (National 2010 Objective 10A.1 , former 21 .4)

Reduce to less than 5 percent the proportion of Medicaid eligible pregnant

women and children up to 200 percent of poverty threshold who do not

have health insurance coverage. (Baseline: 8.3 percent eligible but not

enrolled in 1996)

2. Insurance Coverage for Adults without Minor Children Up to 200 Percent of

Poverty (National 2010 Objective 10A.1, former 21.4)

Establish insurance coverage for adults without minor children up to 200

percent of poverty threshold. (Baseline: 50 percent of poverty threshold

established as of 1998)

National 2010 Goal: Assure Quality and Accountability in Delivery of

Clinical Preventive Services

3. Increased Information on Utilization of Services and Quality Outcomes (National

2010 Objective 10A.4, former 21.7)
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Establish a comprehensive data reporting system to monitor the utilization

of services and quality outcomes by contracted health plan, enrolled

populations and provider types. (Developmental)

National 2010 Goal: Assure Access to Primary Care Services

4. Increase in Percentage of Temporary Assistance to Needy Families (TANF)
Related Enrollees with a Specified Source of Primary Care (National 2010
Objective 10B.1.a)

Increase to 95 percent the proportion of all TANF related enrollees who
have a specified source of ongoing primary care (i.e., a medical/health

home). (Baseline: 87 percent in the District in 1998)

5. Increase in Percentage of Medicaid Eligible Disabled Population with Specified

Source of Primary Care (National 2010 Objective 10B.1.a for select population of

limited in activity residents)

Increase to 80 percent the proportion of the Medicaid eligible child

population participating in the Early Periodic Screening Diagnosis and

Treatment (EPSDT) Program. (Baseline: 49 percent in the District in 1998)

6. Creation of an Integrated Services Delivery System (National 2010 Objective

10B.2)

Assist in the creation of an integrated services delivery system which

assures that Medicaid eligible persons have access to comprehensive

behavioral health services (i.e., substance abuse and mental health

services) (Developmental)

National 2010 Goal: Assure Access to the Continuum of Long-term Care

Services

7. Assured Access to a Continuum of Long-term Care Services for Medicaid

Eligible Persons (National 2010 Objective 10.D.3)

Assure that Medicaid eligible persons with long-term care needs have

access to a continuum of long-term care services including, but not limited

to: nursing home care, home health care, adult day care, and assisted

living services. (Developmental)
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YEAR 2010 DRAFT OBJECTIVE FOR HIV/AIDS

Overview

Acquired immune deficiency syndrome (AIDS) is caused by the human
immunodeficiency virus (HIV). The disease is characterized by a weakened immune
system making the body prone to a number of diseases which the immune system

would normally fight off.

The first cases of AIDS in the US were diagnosed in the early 1980s, primarily in white

homosexual men. In recent years, the proportion of AIDS cases among this population

group has declined, while AIDS cases among minority men, women, and injection drug

users has increased. In 1996, for the first time, African Americans accounted for a

larger proportion of AIDS cases than did whites, and this trend is continuing. In 1998,

African Americans accounted for 88 percent of reported AIDS cases, whites 8 percent,

Hispanics 4 percent, and Asian/Pacific Islanders 1 percent. The proportion of total

AIDS cases attributable to women also is increasing. In 1998, a larger proportion of

AIDS cases was reported among injection drug users (34 percent) than among
homosexuals or bisexuals (29 percent). Furthermore, heterosexuals with no other risk

identified, than sexual preference, accounted for 15 percent of the reported cases, and
persons in other risk categories accounted for 3 percent or less.

Early in the epidemic, the District of Columbia was reported to have the highest

incidence of AIDS per capita in the nation. By 1987, the CDC had ranked the District of

Columbia fifth among US cities (behind New York, San Francisco, Los Angeles, and

Houston) for the highest number of reported AIDS cases. As of December 31 , 1 998

there were 10,828 cumulative cases of AIDS in the District of Columbia, of which 5,795

(53 percent) had died and 5,033 (47 percent) were alive. Of the living cases,

adult/adolescent males (above 12 years in age) accounted for 82 percent (3,913

cases); adult/adolescent females (older than 12 years of age) accounted for 16 percent

(1,031 cases), and children (under 13 years in age) accounted for 1 percent (89

cases).

Overall reported cases of AIDS declined by 1.7 percent in the District in 1998. This

decline in AIDS cases is due to the successful treatment of HIV infected patients with

triple therapy which has prevented or delayed infected persons from developing low

CD4 counts and subsequent opportunistic infections. Furthermore, persons infected

with the disease are living longer, due to treatment with the new combination therapies,

AZT and protease inhibitors. New and promising therapies continue to be developed

and made available to residents through the DC Drug Assistance Program (ADAP)

which is funded under Title 1 1 of the Ryan White Care Act.
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In the District of Columbia, AIDS data are finally stabilizing. The Administration for

HIV/AIDS (AHA), as the administrative agent for the entire Eligible Metropolitan

Statistical Area (EMSA) which includes the District of Columbia, Maryland, and Virginia

(primarily Northern Virginia) has actively disbursed federally allocated funds to

providers of health services for people infected with HIV/AIDS. AHA has aggressively

initiated a series of prevention efforts in the community to reduce the incidence of HIV
and AIDS, as well as to ensure a timely access to HIV counseling and testing and STD
treatment. Prevention is an important factor in decreasing the incidence of HIV
transmission. Consequently, outreach and education activities are being targeted to

specific at-risk populations, especially women, African Americans, injection drug users,

Hispanics, and homosexuals or bisexuals. AHA is working with many community-based

organizations to establish prevention programs that address the various risks of

becoming infected with HIV. The 2010 Objectives being proposed by AHA are part of

its optimistic vision of a time when the incidence of HIV will be minimal in the District of

Columbia. AHA calls on all District residents to support its HIV/AIDS risk reduction

initiatives.

Year 2010 Objectives

1. HIV/AIDS Incidence (National 2010 Objective 21.1a, former 18.1)

1.1 Confine the annual incidence of diagnosed AIDS cases among
adolescents and young adults to no more than 12 per 100,000

population. (Baseline: 28 cases per 100,000 population in the District

in 1997)

Condom Use (National 2010 Objective 21.3, former 8.4)

1 .2 Increase by 40 percent the number of female and male condoms
distributed per year to residents of the District of Columbia,

especially high-risk populations. (Baseline: 201,000 distributed in

1998)

Prevention Education

1 .3 Facilitate the planning and delivery of training and capacity-building

activities for community-based organizations involved in the direct

provision of HIV prevention services for high priority groups.

(Developmental)

Status in 1998

• With the projected effectiveness of prevention activities,
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anticipated advent of new vaccines to prevent HIV/AIDS, as well

as the increasing number of effective drugs entering the market, an
overall decrease in the incidence and prevalence of HIV/AIDS by
the Year 2010 is expected.

2. HIV Mortality (National 2010 Objective 21.10)

Reduce mortality due to HIV infection among DC residents to no more than

6 per 100,000 population.(Baseline: For African Americans 48 and for

whites 5 per 100,000 in the District in 1996)

Status in 1998

• In 1997, deaths among adults/adolescents after adjusting for

reporting delays declined by 37 percent. This is higher than the 13
percent decline observed in 1996.

• In 1997, for the first time, an overall decline in deaths was
observed across all sub-populations affected by the epidemic in

the District of Columbia, especially women, African Americans and
injection drug users.

3. HIV Treatment (National 2010 Objective 21.9)

3.1 Increase the numbers of adolescents and adults who although

newly diagnosed with HIV, are already receiving early medical

intervention and secondary prevention activities in compliance with

Public Health Services treatment guidelines. (Baseline: 2,400 in the

District in 1998)

3.2 Increase the number of newly diagnosed HIV-positive residents

involved in secondary prevention programs by 1,000 by the Year

2010. (Baseline: 2,942 in the District in 1997)

3.3 Increase the number of persons dually diagnosed with substance

abuse and HIV/AIDS enrolled in drug abuse treatment programs to

1,920 by the Year 2010. (Baseline: 96 in the District 1998)

Status in 1 998

• Management of HIV disease has changed significantly with the

advent of new treatment therapies. People are living longer with

the disease.
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• Availability of new modalities for AIDS treatment, plus effective new
drugs for therapy will lead to a reduction in the total number of

individuals dying of AIDS. Also on the horizon are HIV/AIDS

related vaccines that will add a new dimension to the prevention of

the disease.

• The number of people enrolled in the AIDS Drug Assistance

Program, as well as those utilizing medications, has increased

substantially from an enrollment of 742 and utilization of 325 in

1997 to an enrollment of 1 ,038 and utilization of 537 in September
of 1998.

4. Classroom Education (National 201 Objective 21 .8, former 18.10)

Increase the number (or proportion) of schoolchildren receiving classroom

education on HIV and STDs (Baseline: Increase from 24 percent classes in

middle or junior high school in 1998 to 30 percent by 2010, and 43 percent

in high school to 50 percent in 2010.)

Related Program Tasks

• Aggressively implement jDublic/classroom education in HIV and

STD

• Implement parenthood education programs to reduce perinatal HIV

transmission.

5. HIV Counseling and Testing for Drug Users and Prison Inmates (National 2010
Objective 21.6)

Increase by 21 percent the number of residents receiving HIV-antibody

testing and counseling for injection drug users in

the District and in DC Jails or prison. (Baseline target: 21,000 in the District

in Year 2000)

Related Program Task

• Assign testing and counseling staff to the District's Correctional

Treatment Facility.

Status in 1 998

• The Administration for HIV/AIDS, in conjunction with the
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Department of Corrections, has established a Discharge Planning

Program to provide discharge planning, case management and
referrals into treatment services to persons recently released from

DC jails and prisons.

• The Administration for HIV/AIDS (AHA) is developing linkages

between counseling and testing sites and other points of entry (i.e.,

STD, TB, and perinatal clinics, and DC jails)

6. Survival Time - Years of Healthy Life (National 201 Objective 21.11)

Increase years of healthy life of an individual infected by HIV by extending

the interval of time between an initial diagnosis of HIV infection and AIDS
diagnosed and death. (Baseline: The interval of time between first

diagnosis of HIV infection and death from AIDS was 15 to 20 years up to

1996.)

Related Task

• Increase funding to support the clinical trials programs to

accommodate the expected increase in demand for referrals by

HIV/AIDS infected residents.

Status in 1 998

• New triple therapies, coupled with the success of comprehensive

prevention efforts, are not only delaying progression from AIDS to

death, but with early diagnosis and treatment, are also helping

delay the progression from HIV infection to AIDS.

7. Increases in Appropriated Contribution to the HIV/AIDS Housing Budget (New
State Objective)

Increase the appropriated contribution to the HIV/AIDS Housing Budget for

the District of Columbia by 15 percent. (Baseline: From 25 percent in the

Year 2000 to 40 percent in the Year 2010)

Related Tasks

• Increase the tenant based housing slots for persons with HIV/AIDS

by 300 percent (from 80 percent in Year 2000 to 240 in the Year

2010)
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Increase the percentage of funding for short-term rental, mortgage
and utility assistance in the housing service budget to 10 percent

(Baseline target: 2 percent in the Year 2000).

Increase the percentage of housing services budget allocated for

vocational rehabilitation, academic/career education opportunities,

job training, and job placement for persons with HIV/AIDS to 5

percent. (Baseline: From zero (0) in 1998 to 5 percent in 2010)

Status in 1998

New Drug Therapies (i.e., Protease Inhibitors) have been able to

slow the progression to AIDS for many people with HIV, prolonging

life and increasing the demand for housing services.

A Gaps Analysis completed July 1, 1998 during the Homeless
Continuum of Care application process indicated that on any given

day in the District, 605 persons (living alone) with HIV/AIDS and

253 persons with HIV/AIDS in families with children are homeless.

As of November 1 998, there are emergency shelters that provide

an acceptable environment for persons who are immune
compromised. There are no training/education programs

sponsored by the District government to facilitate the transition of

persons with HIV/AIDS from subsidy to independence.

As of November 5, 1998, the average wait in the District of

Columbia for HIV/AIDS permanent housing slots is two years, and

vendors reported that approximately 532 individuals and families

are on waiting lists for existing housing.
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YEAR 2010 DRAFT OBJECTIVES FOR IMMUNIZATION

Overview

In the District of Columbia, although full immunization of children at the earliest

appropriate age (less than two years) has not yet been reached, much progress has

been made since the release of the Year 2000 Objectives in 1993. Of greater concern

is the relative lack of progress toward objectives relating to vaccines used primarily for

adults. The only exception is influenza vaccine coverage which has exceeded the

national objective for the Year 2000. The major objectives for Hepatitis B disease

reduction and vaccine distribution have been met, because substantial progress has

been made in the education of mothers of newborns about the protective effects of

immunizations.

Year 2010 Objectives

1. Primary Immunization Levels in Children (National 2010 Objective 22.21, former

20.11)

Increase primary immunization levels in children 19 to 35 months of age to

90 percent or greater. (Baseline: 76 percent vaccine coverage in the

District in 1997)

2. Immunization Coverage for Each Vaccine Antigen (National 201 Objective

22.1)

Sustain and achieve coverage rates for all children 19 to 35 months of age

at 90 percent for each vaccine antigen. (Baseline: Selected vaccines,

4+DTP, 80 percent; 3+Polio, 89 percent; 3 Hepatitis B, 80 percent; and 1

Varicella, 22 percent in 1997)

3. Immunization Coverage for Children in Head-Start and Prekindergarten Classes

(National 2010 Objective 22.23)

Maintain immunization coverage at 95 percent for children in licensed child

care facilities and children in Head-Start and prekindergarten classes.

(Baseline: 95 percent vaccine coverage in 1997)

4. Immunization Coverage for Children in Grades Kindergarten, First, and Fifth for

Each Antigen including Hepatitis and Varicella (National 2010 Objective 22.23)

Increase immunization levels to 98 percent for children in grades

Kindergarten, First and Fifth for each antigen including Hepatitis and
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Varicella requirements. (Baseline: 95 percent average vaccine coverage,

excluding Varicella and Hepatitis B, for combined vaccine series of 3+ DTP,

3+OPV, and 1 dose of Measles-containing vaccine in 199-).

5. Perinatal Hepatitis B Infections in Infants (National 2010 Objective 22.4)

Reduce to no more than five (5) perinatal Hepatitis B infections in infants.

(Baseline: 46 infants born to Hepatitis-positive women in 1997)

6. Elimination of Indigenous Measles, Mumps and Rubella Infection and

Haemophilus Influenza type B invasive disease (National 2010 Objective 22.1,

former 20.1)

Maintain and sustain the elimination of indigenous Measles, Mumps, and

Rubella infections and Haemophilus Influenza type b invasive disease.

Maintain the current Pertussis cases to no more that 5-10 yearly. And
reduce Hepatitis B acute cases to zero in persons less than twenty-five

years of age. (Baseline: Zero cases of Measles, Mumps and Rubella and

Hib disease; four cases of Pertussis and 38 cases of Hepatitis B were
reported in 1997.)

7. New Birth Cohorts Enrolled in the Central Immunization Registry (National 2010
Objective 22.32)

Increase to 100 percent of each new birth cohort enrolled in the Central

Immunization Registry. (Baseline: Currently unknown, waiting for data set

from the State Center for Health Statistics)

8. Adult Immunization Rates for Influenza Coverage for High-Risk Individuals

(National 2010 Objective 22.2)

Achieve and sustain adult immunization rates for influenza coverage for

high-risk individuals. Increase to 60 percent the rate of immunization

coverage among adults 65 years of age or older; F-2and 50 percent for

high-risk adults 18-64 years of age. (Baseline: the 1994 National Health

Interview Survey showed the Influenza vaccination rate for African

Americans age 65 and older was 16.9 percent and for the white population

it was 36.3 percent. No vaccine coverage data for the high-risk adults 18 -

64 years of age were available from the District of Columbia.)
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Adult Immunization for Pneumoccocal Vaccine Coverage for High-Risk

Individuals (National 2010 Objective 22.17a)

Achieve and sustain adult immunization rates for pneumoccocal vaccine

coverage for high-risk individuals. Increase to 90 percent the rate of

immunization coverage among adults 65 years of age or older; and 50

percent for high-risk adults 18-64 years of age. (Baseline data for the

District of Columbia are unavailable.)
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YEAR 2010 DRAFT OBJECTIVES FOR MATERNAL, INFANT, AND CHILD HEALTH

Overview

Improving the health of women and their families is not only a priority but the charge for

the District's Office of Maternal and Child Health (OMCH), the State Title V Agency.

This includes the monitoring of key health and social indicators, such as infant, child

and maternal mortality. However, mortality is not OMCH's only focus; morbidity is also

taken into account when determining the causes of diseases or adverse outcomes.

OMCH will help the District to support research studies which provide new insights into

and innovative solutions to maternal and child health related problems.

OMCH has reflected this thinking in the development of its Year 2010 Objectives. Key
measures to be followed for 2010 include the reduction in infant, child and maternal

mortality, low birthweight, maternal alcohol and tobacco use, and sudden infant death

syndrome (SIDS). In addition, increasing breastfeeding rates, early entry into prenatal

care and early screening of newborns and intervention for genetic conditions will be

included. In addition to the above cited issues, draft objectives for family planning and
for adolescents and young adults are included, because there are many overlapping

concerns.

Year 2010 Objectives

1

.

Infant Mortality (National 201 Objective 12.1, former 14.1)

Reduce the infant mortality rate (IMR) to no more than 10 per 1,000 live

births (Baseline: 13.1 per 1,000 live births in 1997).

1997 Year 2010 Target

Neonatal mortality 9.6 7.0

Postnatal mortality 3.5 2.0

2. Sudden Infant Death Syndrome (SIDS) (National 2010 Objective 12.3)

Reduce the sudden infant death syndrome (SIDS) mortality rate to xx per

1,000 live births. (Baseline: 84 per 1,000 live births in 1996) (7 deaths in

1996)

3. Child Mortality (National 201 Objective 1 2.4)

Reduce the rate of child mortality to xx per 100,000 children aged 1-4 and

xx per 100,000 children aged 5-14. (Baseline: 60.47 per 100,000 in 1996)
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4. Fetal Death Rate (National 201 Objective 12.5, former 14.2)

Reduce the fetal death rate (death of fetus 20 or more weeks of gestation)

to no more than 9 per 1,000 live births plus fetal deaths. (Baseline: 16.44

per 1,000 live births plus fetal deaths in 1996)

5. Maternal Mortality (National 2010 Objective 12.7, former 14.3)

Reduce the maternal mortality ratio to no more than xx per 100,000 live

births. (Baseline: xx maternal deaths per 100,000 in 1996) (one maternal

death in 1996).

6. Maternal Morbidity (Developmental) (National 2010 Objective 12 8)

Reduce the rate of severe pregnancy induced hypertension and eclampsia.

(Baseline: xx in 1996) (105 cases for hypertension and 36 cases for

eclampsia in 1996).

7. Early Prenatal Care (National 201 Objective 12.10, former 14.11)

Increase to at least 70 percent the proportion of all pregnant women who
begin prenatal care in the first trimester of pregnancy. (Baseline: 54.1

percent of live births in 1996)

8. Adequate Prenatal Care According to the Adequacy of Prenatal Care Utilization

Index (National 201 Objective 12.11)

Increase to at least 80 percent the proportion of all live-born infants whose
mothers receive prenatal care that is adequate or more than adequate
according to the Adequacy of Prenatal Care Utilization Index. (Baseline:

57.5 percent of live births in 1997 based on Kessner Index) DHHS is using

the Kotlechuck Index.

9. Very Low Birthweight Babies (National 201 Objective 12.15, former 14.14)

Increase the proportion of very low birthweight infants born at Level III

hospitals (facilities for high-risk deliveries and neonates) to 90 percent.

(Baseline: 73% in 1996)

10. Cesarean Delivery Rate (National 2010 Objective 12.16, former 14.8)

Reduce the cesarean delivery rate to no more than 15 per 100 deliveries.

(Baseline: 21.2 per 100 deliveries in 1997)
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1997 Year 2010 Target

Primary (first time) cesarean delivery 14.2 11

Repeat cesarean deliveries* 7.0 5

*Among women who had a previous cesarean delivery

1 1

.

Low Birthweight (LBW) and Very Low Birthweight Babies (National 201

Objective 12.17, former 14.5)

Reduce low birthweight (LBW) to an incidence of no more than 6 percent of

live births and very low birthweight (VLBW) to no more than 2 percent of

live births. (Baseline: 9.9 and 3.5 percent, respectively, in 1997)

12. Preterm Births (National 2010 Objective 12.18)

Reduce the incidence of preterm birth to xx per 1,000 live births. (Baseline:

10.4 percent births born at 32 through 36 weeks gestation, and 4.2 percent

of live births born at less than 32 weeks of gestation in 1996) (Overall 14.6

percent preterm births)

13. Adequate Weight Gain during Pregnancy (National 2010 Objective 12.19)

Increase the proportion of mothers who achieve a weight gain consistent

with the Institute of Medicine guidelines during their pregnancies.

(Baseline: PRAMS 1998 data to be available by the summer of 1999)

14. Infants Put to Sleep on their Backs (National 2010 Objective 12.20)

Increase to xx percent the infants who are put to sleep on their backs.

(Baseline: PRAMS 1998 data to be available by the summer of 1999)

15. Abstinence from Alcohol Use during Pregnancy (National 2010 Objective 12.21,

former 14.10)

Increase abstinence from alcohol use by pregnant women to 99 percent.

(Baseline: 97.7 percent of births in 1997)

16. Abstinence from Tobacco Use during Pregnancy (National 2010 Objective

12.22, former 14.10)

Increase abstinence from tobacco use by pregnant women to 98 percent.

(Baseline: 94.5 percent of births in 1997)
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17. Abstinence from Illicit Drug Use during Pregnancy (National 2010 Objective

12.23, former 14.10)

Eliminate use of illicit drugs by pregnant women. (Baseline: xx percent of

births in 1997)

19. Fetal Alcohol Syndrome (FAS) (Developmental)(National 2010 Objective 12.24,

former 14.4)

Reduce the incidence of fetal alcohol syndrome (FAS) to no more than

percent.. (Baseline: xx percent of births in 1997)

20. Breastfeeding for Early Postpartum Period (National 2010 Objective 12.29,

former 14.9)

Increase to at least xx percent the proportion of mothers who breastfeed

their babies in the early postpartum period. (Baseline: PRAMS 1998 data to

be available in summer of 1999)

21

.

Breastfeeding Exclusively (National 201 Objective 1 2.30)

Increase the proportion of women whose infants are breastfed exclusively.

(Baseline: PRAMS 1998 data to be available in summer of 1999)

22. Newborn Screening for Hearing Loss (Developmental)(National 2010 Objective

12.33)

Increase to 100 percent the proportion of newborns who are screened for

hearing loss by 1 month of age, have diagnostic followup by 3 months, and

are enrolled in appropriate intervention services by 6 months. (Baseline:

xxx) Data collection methods need developing. Hospitals providing screenings

are known.

• Hearing screening by 1 month
• Followup diagnostic completed by 3 months
• Enrolled in appropriate services by 6 months.

23. Sites with Services Systems for Children (Developmental) (National 2010

Objective 12.39, former 17.20)

Increase the number of sites that have service systems for children with or

at risk for chronic and disabling conditions, as required by Public Law 101 -

239. (Baseline: xx

)
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YEAR 2010 DRAFT OBJECTIVES FOR FAMILY PLANNING

Planned Pregnancies (National 2010 Objective 11.1, former 5.2)

Increase to at least 55 percent the proportion of all pregnancies among
women aged 15-44 that are planned. (Baseline: 60 percent of pregnancies

were unintended, either unwanted or earlier than desired in 1995.)

Repeat unintended Births (National 2010 Objective 1 1 .2)

Reduce to xx percent the proportion of repeat unintended births

(unintended births occurring within 2 years of a previous unintended birth)

among births in the last 5 years. (Baseline:xx)

Pregnancy Despite Use of Reversible Contraceptive(National 2010 Objective

11.4, former 5.7)

Decrease to no more than xx percent the proportion of women aged 1 5-44

experiencing pregnancy despite use of reversible contraceptive methods.

(Baseline: PRAMS 1998 data)

Family Planning Clinics Providing postcoital hormonal contraception

(Developmental)(National 201 Objective 11.5)

Increase to xx percent the proportion of family planning clinics that

provide, either directly or through referral, postcoital hormonal
contraception. (Baseline: xxxx) ? Number of clinics currently providing this?

Male Involvement in Pregnancy Prevention (Developmental) (National 2010
Objective 1 1 .6)

Increase male involvement in pregnancy prevention and family planning as

measured by the increase with which health providers offer outreach,

education or services to men. (Baseline: xxxxxx)

6. Pregnancies in Females Aged 15-17 (National 2010 Objective 11.7, former 5.1)

Reduce pregnancies among females aged 15 - 17 to no more than xx per

1,000 adolescents. (Baseline: In 1996 there were 164.5 pregnancies per

1,000 females aged 15-19.)
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7. Pregnancies in Females Aged 1 5-1 7 (National 201 Objective 1 1 .7, former 5. 1

)

Reduce pregnancies among females aged 15 - 17 to no more than xx per

1,000 adolescents. (Baseline: In 1996 there were 164.5 pregnancies per

1,000 females aged 15-19.)

8. Adolescents Engaging in Sexuai Intercourse before Age of 15 (National 2010
Objective 1 1 .8, former 5.4)

Reduce to no more than xx percent the proportion of individuals aged 15-

19 who have engaged in sexual intercourse before the age of 15.

(Baseline: 21.3 percent of youths in grades 9-12 reported having had

sexual intercourse for the first time before age 13. Source: DC Public

Schools Youth Risk Behavior Survey 1995)

Select Populations 1997 Year 2010 Target

Males aged 1 5-1

9

33% 20%
Females aged 15-19 9.5% 5%

9. Teens (15-17 years of age) Ever Having Had Sexual Intercourse

(National 201 Objective 11.8, former 5.4)

Reduce to no more than 50 percent the proportion of individuals aged 15-

17 who have ever had sexual intercourse. (Baseline: 70.7 percent of youths

in grades 9-12 reported that they had sexual intercourse. Source: 1997

DCPS Youth Risk Behavior Survey)

Select Populations 1995 2010 Target

Males aged 15-19 79.8% 40%
Females aged 15-19 62% 30%

10. Effective Use of Contraception by Sexually Active, Unmarried Individuals Aged
15-19 (National 2010 Objective 11.10, former 5.6)

Increase by at least 10 percent the proportion of sexually active, unmarried

individuals aged 15-19 who use contraception that both effectively

prevents pregnancy and provides barrier protection against disease.

(Baseline:xx) May be deleted without adequate data source.

1 1

.

Formal Instruction of Youth on Reproductive Health Issues (National 201

Objective 11.11, former 5.8)

Increase to at least 50 percent the proportion of individuals aged 18 -24
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YEAR 2010 DRAFT OBJECTIVES FOR ADOLESCENTS AND YOUNG ADULTS

1

.

Death from Motor Vehicle Crashes (National 201 Objective 7.11, former 9.3)

Reduce deaths caused by motor vehicle crashes to no more than xx per

100,000 young people aged 15-24. (Baseline:xxxx)

2. Use of Safety Belts (National 201 Objective 7. 1 5, former 9. 1 2)

Increase the use of safety belts to at least 90 percent of young people in

grades 9-12. (Baseline: 31.9 percent of young people in grades 9-12

reported rarely or never used seat belts in 1997. Source: DCPS Youth Risk

Behavior Survey)

3. Young People Riding with a Drinking Driver (National 2010 Objective 26.8)

Reduce to less than 15 percent the proportion of young people in grades 9

-12 who rode with a drinking driver in the previous 30 days. (Baseline: 34.6

percent Source: 1997 DCPS Youth Risk Behavior Survey )

4. Suicides among Young People Aged 1 5-1 9 (National 201 Objective 23. 1

,

former 6. 1

)

Reduce suicides to less than 10 per 100,000 people aged 15-19. (Baseline:

19.42 per 100,000 Source: 1997 Vital Records SCHS, 5 suicides)

5. Prevalence of Fighting among Young People (National 2010 Objective 7.40,

former 7.9)

Reduce to less than 25 percent the prevalence of physical fighting among
young people in grades 9-12. (Baseline: 39.4 percent Source 1997 DCPS
Youth Risk Behavior Survey)

6. Prevalence of Weapon Carrying by Young People in Grades 9-12 (National

2010 Objective 7.41, former 7.10)

Reduce to less than 10 percent the prevalence of weapon carrying by

young people in grades 9-12. (Baseline: 16.5 percent of young people in

grades 9-12 reported carrying a weapon one or more times in the past

thirty days.) (Source: 1997 DCPS Youth Risk Behavior Survey)

7. Heavy or Binge Drinking among Young People in Grades 9-12 (National 2010
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Objective 26.7, former 4.7)

Reduce to no more than 9 percent the proportion of young people in

grades 9-12 who engaged in recent occasions of heavy or binge drinking of

alcoholic beverages (heavy drinking is defined as five or more drinks on a

single occasion). (Baseline: 18.3 percent of young people in grades 9-12

reported having five or more drinks of alcohol in a row on one or more
occasions during the last thirty days. Source: 1997 DCPS Youth Risk

Behavior Survey)

8. Use of Illegal Drugs among Young People in Grades 9-12 (National 2010
Objective 26.6, former 4.6)

Reduce use in the past month of illegal drugs among young people in

grades 9 - 12 to 15 percent. (Baseline: 29 percent Source: 1997 DCPS
Youth Risk Behavior Survey)

9. Pregnancies among Females Aged 1 5-1 7 (National 201 Objective 11.7, former

5.1)

Reduce pregnancies among females aged 15-17 to no more than 107 per

1,000 adolescents. (Baseline: In 1996 there were 164.5 pregnancies per

1,000 females aged 15-19.)

10. Prevalence of Chlamydia trachomatis among Young Persons (15-24 years old)

(National 2010 Objective 25.1, former 19.2)

Reduce the prevalence of Chlamydia trachomatis among young persons

(15-24 years old) to no more than xx percent. (Baseline: xx)

11. Proportion of Individuals Aged 15-17 Having Ever Had Sexual Intercourse

(Family Planning Objective 9) (National 2010 Objective 11.9, former 5.4)

Reduce to no more than 50 percent the proportion of individuals aged 15-

17 who have ever had sexual intercourse. (Baseline: 70.7 percent of

youths in grades 9-12 reported that they had sexual intercourse. Source:

1997 DCPS Youth Risk Behavior Survey)

Select Populations 1997 Year 2010 Target

Males aged 1 5-1

9

79.8% 40%
Females aged 15-19 62% 30%

12. Use of Condom by Sexually Active Young People in Grades 9-12 (National 2010
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Objective 11.10, former 5.6)

Increase the proportion of sexually active young people in grades 9-12 who
reported that a condom was used at last sexual intercourse. (Baseline:

67.9 percent of students in grades 9-12 reported using a condom during

the last sexual intercourse. Source: 1997 DCPS Youth Risk Behavior

Survey)

13. Use of Effective Contraceptive Method by Sexually Active Young People in

Grades 9-12 (National 201 Objective 11.10)

Increase to 85 percent the proportion of sexually active young people in

grades 9-12 who reported use of an effective contraceptive method at last

intercourse. (Baseline: 68 percent Source: 1997 DCPS Youth Risk

Behavior Survey)

14. Use of Tobacco Products by Young People in Grades 9-12 (National 2010
Objective 3.3, former 3.9, 3,20)

Reduce the proportion of young people in grades 9-12 who have used
tobacco products in the past month to no more than 10 percent.

(Baseline: 23 percent Source: 1997 DCPS Youth Risk Behavior Survey)
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YEAR 2010 DRAFT OBJECTIVES FOR NUTRITION

Overview

The District of Columbia Office of Nutrition Programs/WIC has chosen several

objectives from the national Healthy People 2010 plan for city residents. The WIC
State Agency targets low income, pregnant and breastfeeding women, infants and
children for nutrition education and skills-building interventions. It aims to empower
WIC participants with the knowledge and skills to make informed decisions about the

best nutritional choices for themselves and their families.

Iron deficiency continues to be a major health concern for the WIC population in the

District. Many foods are high in iron. The anemia rate for infants and children enrolled

in WIC has declined substantially in the last ten years. The WIC staff will continue to

use educational strategies to lower iron deficiency in its participants.

Breastfeeding promotion is a major initiative for the WIC Program. Breastfeeding

provides the best start to a life of good health. The objectives for breastfeeding include

increasing the number of mothers who initiate breastfeeding and the numbers of

mothers who continue breastfeeding for six months. In the final objective, WIC
proposes to attack the problem of the prevalence of overweight in adults.

Year 2010 Objectives

1

.

Iron Deficiency among Children Enrolled in WIC (National 201 Objective 2.11,

former 2. 10)

Reduce iron deficiency to 15 percent or less among infants and children up
. to the age of 5 years, and among women of childbearing age in the WIC

population. (Baseline: 25 percent of WIC infants and children were iron

deficient according to 1997 CDC data /PedNSS.)

2. Breastfeeding Initiation and Duration Rates among Low-Income Women
Enrolled in WIC (National 2010 Objective 12.29, former 14.9)

Increase to 65 percent, the proportion of low income mothers enrolled in

WIC who breastfeed their babies in the early post- partum period and to at

least 50 percent, the proportion who breastfeed until their babies are six

months old. (Baseline: 44 percent of WIC enrollees initiated breastfeeding

in the early postpartum period and 24 percent of WIC breastfeeding

mothers continued to breastfeed at six months postpartum. Source: 1997

CDC data /PNSS)
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3. Prevalence of Overweight according to Body - Mass Index (BMI) among People

Aged 20 years or Older (National 2010 Objective 2.3, former 2.3)

Reduce to less than 15 percent the prevalence of overweight H-2according

to the Body-Mass Index (BMI) at or above 30.0 among people aged 20 years

or older. (Baseline: From 1988-1994, twenty-two percent of people aged 20

years and older had a BMI greater than 30.0 - NHANES.)
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YEAR 2010 DRAFT OBJECTIVES FOR PRIMARY CARE

Access to Care (National 2010 Goal: Assure Access to Primary Care Services)

Overview

The District of Columbia Primary Care Office (PCO) is concerned with the

administration of primary care services, which includes activities to support increasing

access to primary care. The PCO goal is to contribute to the development of an

integrated delivery system that guarantees seamless access to quality, culturally

competent care for all ages, regardless of their ability to pay for services. This goal will

be accomplished by:

Identifying gaps in service delivery;

Monitoring disparities in health outcomes;

Developing new primary care training sites;

Monitoring the quality of existing health care services;

Developing placement sites for National Health Service Corps provides;

and
• Eliminating barriers to the delivery of healthcare services

Year 2010 Objectives

WORKFORCE AND SITE DEVELOPMENT

1

.

Increase access to care by increasing the number of National Health

Service Corps Loan Replacement providers placed in the District of

Columbia from twenty- six (26) to thirty-six (36). (Baseline: There were

. twenty-six (26) in 1999.)

Program Measures

• Number of National Health Service Corps placement sites developed in

Health Professional Shortage Areas (HPSA)

Health Indicator(s)

• Number of new physician hires per each underserved area

2. Increase access to care for vulnerable populations in underserved areas by

increasing the number of primary care treatment sites from sixty (60) to

seventy (70). (Baseline: 60 treatment sites in the District in 1998)
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Program Measures

• Number of requests for Primary Care Certificates of Need applications

approved by the State Health Planning and Development Agency
• Number of National Health Service Corp site development applications

approved by the Health Resources and Services Administration

Health Indicator(s)

• Number of new treatment sites per underserved area

3. Increase access to care for vulnerable populations by increasing the

number of Health Professional Shortage Area Facility Designations from

two (2) to five (5) (Baseline: two (2) in 1999)

Program Measures

• Number of facility designation sites approved by the Bureau of Primary

Health Care

Impact of Medicaid Managed Care (expansion) and Children's Health Insurance

Program (CHIP) - DC Healthy Families (National 2010 Goal: Assure Quality and
Accountability in Delivery of Clinical Preventive Services)

HEALTH INSURANCE COVERAGE

4. Evaluate the impact of new health insurance programs implemented in

October 1998: Medicaid Managed Care and Children's Health Insurance

program (CHIP) - DC Healthy Families. (Baseline: 1997/1998? Data to be

added for each parameter in impact evaluation)

Program Measures

Number of new enrollees in Medicaid Managed Care expansion

Number of default assignees among new enrollees in Medicaid Managed
Care expansion

Number of new enrollees in DC Healthy Families

Number of default assignees among new enrollees in DC Healthy

Families

Number of new enrollees in Medicaid Managed Care utilizing healthcare

services

1 1 l2Number of new enrollees in DC Healthy Families utilizing healthcare

services.
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Health Indicators

• Percentage of new enrollees per number of those eligible to participate in

each new program

• Mandatory User Satisfaction survey per contract period for each health

insurance program

• Percentage of new enrollees that have a primary care visit within 90 days

of enrollment

Evaluate patients' satisfaction with the services being provided through

the new health insurance programs implemented in October 1998:

Managed Care and Children's Health Insurance Program (CHIP) - DC
Healthy Families. (Baseline: 1999: Data to be added for each parameter)

Program Measures

• Design multiple survey tools (qualitative/quantitative) to track utilization

patterns and to evaluate the level of patient satisfaction of all enrollees in

Medicaid Managed Care and Children's Health Insurance Program

(CHIP). Survey tools to include: mail-in written, in-person written,

telephone and focus groups.

Health Indicator(s)

• Percentage of enrollees expressing satisfaction with level of existing

health care services

• Overall wellbeing of enrollees as a result of the patient care received

through the new health insurance programs

Eliminate existing barriers to receiving primary health care services and/or

needed healthcare services by expanding Managed Care Organization

provider roster, providing information, transportation and interpreter

services for enrollees in the new health insurance programs. (Baseline to be

established for each parameter with timeline)

Program Measures

• Conduct educational campaigns to promote enrollment in Medicaid

Managed Care and DC Healthy Families

• Number of Healthcare Providers accepting the enrollee's insurance plan

• Number of Managed Care Organizations offering transportation services

to primary healthcare services

• Number of Managed Care Services offering expanded translation services

13





for health program enrollees

Health Indicator(s)

• Percentage of new enrollees per number of those eligible to participate in

each new program
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YEAR 2010 OBJECTIVES FOR PUBLIC HEALTH INFRASTRUCTURE

Overview

In 1997, the District of Columbia (DC) Commission of Public Health became the

Department of Health (DOH). The DOH envisions a "Department that is vibrant,

dynamic, and future oriented; that practices compassion; that is caring and competent;

and ensures a healthy existence for all who live, work, visit, and do business in the

District of Columbia." This vision can only be accomplished with a public health

infrastructure that has the capacity to provide essential public health services.

However, the DOH recognizes that it will be a major challenge to meet all of the Public

Health Infrastructure Objectives set out in the Healthy People (HP) 2010 Plan;

therefore, seven out of the seventeen objectives have been selected. The selected

objectives fall under the information technology and health surveillance categories and
will be outlined later.

The DOH is committed to the use of information technology and surveillance systems

in all of its offices and administrations for the transmission of internal communications,

submission of data and communication of public information in accord with the HP 2010
Public Health Infrastructure Objectives. Soon after its establishment in 1997 as a

Health Department independent of the Department of Human Services, the DOH began
to equip all of its offices and administrations with computer capability and access to the

Internet and to link all Health Department staff by e-mail. This process is nearing

completion.

The DOH has also established a home page (DCHealth. Com) and Internet access for

the provision of information to the public. A separate menu for the DOH HP Year 2010
Plan is under consideration.

The lead agency in this conversion to electronic technology is the State Center for

Health Statistics (SCHS). There are two interactive but discrete components of the

SCHS: one with the responsibility for developing the Department-wide electronic

information and surveillance systems and the other for statistical surveillance, including

the maintenance of vital records and research. The electronic surveillance system

under development is an Oracle database application that will enable offices to

electronically submit statistical data on the DOH program measures for surveillance

and purposes of quality assurance to the SCHS on a monthly basis by the Year 2000.

One application of the Department wide statistical surveillance system is to track

program measures from all of the DOH program offices and administrations; and

another is to track health-status indicators for District residents. The federal Centers for

Disease Control (CDC) in 1992 released 18 Health-Status Indicators recommended for

federal and state agency use in monitoring the health of residents. Data on these
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indicators, as well as data on the program measures will be compiled on a monthly and

quarterly basis. Information on the program measures will be compiled into reports on

a quarterly basis. At the end of the year, the information provided on health-status

indicators for residents will be aggregated to compute annual rates for each indicator.

There are intramural and extramural health surveillance systems accessible SCHS,
which will be used to monitor the implementation of the DC HP 2010 Objectives in all of

the DOH 14 Focus Areas. Intramural surveillance systems include the immunization

registry, injury registry, tuberculosis registry, and sexually transmitted diseases registry,

as well as permanent databases-the most important of which are the birth and death

files. A cancer registry will soon be in operation. Registries for cardiovascular

diseases, diabetes, and asthma are planned for operation in the very near future.

Extramural surveillance systems include the hospital-based tumor registries, the

provider-based reporting of seasonal infectious diseases, such as flu-like illnesses

during the flu seasonal and the DC Public Schools-based Youth Behavioral Risk

Survey.

As a special project, the HP 2010 Work Group is expanding the statistical surveillance

capacity at the SCHS to enable any disparities in minority health to be documented in

an annual State Minority Health Profile and tracked in accord with the State 2010

Objectives for District Residents. A summary of the range of health disparities among
resident population subgroups will also be produced on an annual basis. In view of the

number of minorities residing in the District, the HP 2010 Work Group plans to use the

18 health-status indicators introduced by the CDC in 1992 to collect, compile, tabulate,

and compare data on residents identified according to categories based on the Office

of Management and Budget's (OMB) definition of racial/ethnic subgroups (See the

Health Indicators and OMB Subgroups lists at the end of this section).

Data on each of the health-status indicators will be collected in the corresponding focus

areas of the State HP 2010 Plan for submission at regular intervals to the SCHS by the

program liaisons. Quarterly compilation, tabulation, comparison of findings in the

select populations and annual release will be the responsibility of the HP 2010 Work
Group staff at the SCHS.

While the federal 2010 Public Health Infrastructure Objectives 14.5 and 14.6 reflect the

DOH development of electronic information systems, Objectives 14.7 through 14.9, and

14.13 and 14.17 reflect expanded activities in statistical surveillance, currently the

responsibility of the SCHS. Expansion of data collection activities to include all 19

DOH HP 2010 Focus Areas will be challenging, since data collection capacities and

program priorities will determine the extent to which each HP 2010 program will be able

to capture select populations.
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program priorities will determine the extent to which each HP 2010 program will be able

to capture select populations.

Year 2010 Draft Objectives

1 . Onsite Access to Data via Electronic Systems and Online Information Systems
such as the Internet. (National 2010 Objective 14.5)

Increase to 90 percent the proportion of the DOH agencies that provide

onsite access to data via electronic systems and online information

systems such as the Internet. (Developmental)

1.1. Develop an integrated information system for the Department of

Health. (Goal 4, Objective 4 of the DOH Strategic Plan 9/30/98)

• Design a Department-wide information system that conforms to the

District government standards.

Develop Department-wide standards and procedures.

Procure Department software site licenses.

Create a Department-wide Intranet.

Hire technology staff at all levels.

Develop a technology training plan.

1 .2 Use modern technology to increase the efficiency and effectiveness

of DOH programs. (Goal 4, Objective 12 of the DOH Strategic Plan

9/30/98)

• Increase in the number of the DOH operations with local area

computer network systems (LANS) capability.

• Increase access to the DOH data and information by service

providers, governmental agencies and consumers using e-mail and

web sites.

• Increase in the number of the DOH staff using computers and e-

mail to conduct business.

1 .3 Increase by 10 percent per year the number of DHHS
videoteleconferences in which DOH participates. (Developmental)
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Install the latest electronic equipment and hire technicians or train staff to

provide the DOH with satellite conferencing capacity, using either or all of

the below-listed three options, to receive and broadcast videoconferences

in-house for continuing education, information exchange and community
education purposes by the Year 2001

.

• Satellite dish to host videoconferences as a downlink site or

• A projection system to broadcast conferences through the Internet

on a big screen through streaming audio or video,

• An ISDN video conference through telephone lines.

Community Access to Health Information and Surveillance Data. (National 2010
Objective 14.6)

Increase the proportion of the population that has access to public health

information and surveillance data.(Developmental)

Tracking of the 18 Health-Status Indicators According to Each of the Special

Population Subgroups Residing in the District.(National 2010 Objective 14.7)

Increase to 100 percent the proportion of HP 2010 objectives that can be

tracked for select population. (Developmental)

• Develop data sets based on data collected in corresponding DC HP 2010
Programs for the CDC identified Health-Status Indicators and disparities

for each of the OMB designated select population subgroups residing in

the District of Columbia to produce a State Minority Health

Profile.(Developmental)

• The DOH HP 2010 Focus areas address all of the variables included in

the 18 Health-Status Indicators to be applied to DC residents.

• Regular submissions to the SCHS of data collected on specific

parameters are standard for all programs participating in the Performance

Measures Initiative that has been implemented as one component in the

SCHS Surveillance of the DOH Programs.

• The expansion of collection activities to include select population

subgroups of residents is in accord with the SCHS' responsibilities to

monitor minority health as well as with the Health Department's program

activities. However, the OMB's definition of race/ethnic subgroups
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include not only gender and age, but also education, income, disabilities,

and other specifications on which data may not be easily accessible to the

SCHS staff, but may be to the HP 2010 program staff.

• Collection of data on special populations within each HP 2010 Program
Focus Area by the Work Group at the SCHS to produce an annual State

Minority Health Profile for the District of Columbia may encourage

participating program planners to collect data on select populations

according to variables other than the Health-Status Indicators.

4. Tracking of HP 2010 Objectives on An Annual Basis. (National 2010 Objective

14.8)

Increase to 100 percent the proportion of HP 2010 objectives that are

tracked at least every 3 years and to 70 percent the proportion of

objectives that are tracked annually. (Developmental)

• Develop annual datasets profiling the health status and disparities of all

of the select population subgroups residing in the District according to

annually tracked health-status indicators based on data from the DC HP
2010 Programs by the Year 2010.

• A set of performance measures will be developed to track the special

population subgroup responses to the 18 Heath-Status Indicators on a

quarterly basis.

• Annual tracking of 201 objectives has been planned from the beginning

of the initiative, but if a longer interval is required, than updating should

be no less frequent than every 2 years.

5. GIS Health Profiles of Select Population (Minority) Subgroups Residing in the

District of Columbia based on Geocoded Data Sets. (National 2010 Objective

14.9)

Increase the use of geocoding in all the DOH data systems to promote the

development of GIS capabilities. (Developmental)

• Develop a series of GIS Health Profiles by select population subgroups

residing in the District by the Year 2010. (Developmental)

• The SCHS has bought two GIS computer software programs, Arcview

from Esri and Community 2020 from HUD, and has trained staff in their

use and applications in the past year. GIS has been in use at the SCHS
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for building community profiles for two years.

6. Provision of Comprehensive Epidemiology Services to Support the Essential

Public Health Services. (National 2010 Objective 14.13)

Increase the proportion of the DOH agencies that ensures the provision of

comprehensive epidemiology services to support the essential public

health services. (Developmental)

Monitor health status to identify health problems.

Diagnose and investigate health problems and health hazards in the

community.

Inform, educate, and empower people about health issues.

Evaluate effectiveness, accessibility, and quality of personal and

population-based health service.

Research for new insights and innovative solutions to health problems.

Summary Measures of Population Health and the Public Health

Infrastructure. (National 2010 Objective 14.17)

Increase the number of the DOH agencies that use summary of population

health and public health infrastructure. (Developmental)

• Develop a set of summary population health measures: a summary index

of disparity, summarizing the range of disparity among population groups

for each of the HP 2010 Focus areas.

• Develop summary measures for the public health infrastructure:

workforce, information systems, organizations, resources, and research.

• Use the sets as tools to measure progress within the residential

communities of the District and in building the health department

infrastructure.
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References

HEALTH-STATUS INDICATORS (Source: MMWR. DECEMBER 1992)

Race/ethnicity-specific infant mortality as measured by the rate (per 1 ,000 live

births) of deaths among infants less than 1 year of age

Motor-vehicle crash deaths per 100,000 population

Work-related injury deaths per 100,000 population

Suicides per 100,000 population

Lung Cancer deaths per 100,000 population

Breast Cancer deaths per 100,000 population

Cardiovascular Disease (CVD) deaths per 100,000 population

Homicides per 100,000

Total Deaths per 100,000

Reported incidence (per 100,000 population) of HIV/AIDS

Reported incidence (per 100,000) of measles

Reported Incidence (per 100,000) of tuberculosis

Reported incidence (per 100,000) of primary and secondary syphilis

Prevalence of low birth weight as measured by the percentage of live-born

infants that weigh less than 2,500 grams at birth

Birth to adolescents (ages 10-17 years) as a percentage of total live births.

Prenatal care as measured by the percentage of mothers who give birth to live

infants and who did not receive medical care during the first trimester of

pregnancy

Poverty among children as measured by the proportion of children less than 15

years of age living in families at or below the poverty level.

Proportion of persons living in countries that exceeded US Environmental

Protections Agency (EPA) standards for air quality during the previous year.
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SELECT POPULATIONS MOST FREQUENTLY CITED IN THE FEDERAL
HEALTHY PEOPLE 2010 PLAN

AFRICAN AMERICAN

AMERICAN INDIAN/ALASKA NATIVE

ASIAN/ PACIFIC ISLANDER

HISPANIC:

CENTRAL AND SOUTH AMERICAN

CUBAN

MEXICAN AMERICAN

PUERTO RICAN

WHITE, NON-HISPANIC

MALE

FEMALE

Source: Office of Management and Budget (OMB) Classification of Racial/Ethnic

Groups in America
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YEAR 2010 OBJECTIVES FOR SEXUALLY TRANSMITTED DISEASES

Overview

Since the 1 993 release of the Year 2000 Objectives for the control of sexually

transmitted diseases (STD) in the District of Columbia, progress has been made.

However, cases rates for Chlamydia trachomatis in the District increased from 137 in

1993 to 574 in 1997. The STD Control Program implemented screening in the STD
clinic population and in three Planned Parenthood Service Centers in 1993. The
Bureau continues to encourage health care providers to screen women for Chlamydia.

Year 2010 Objectives

1

.

Prevalence of Chlamydia trachomatis Infections (National 201 Objective 25. 1

,

former 19.2)

Reduce the prevalence of Chlamydia trachomatis infections among young
persons (15 to 24 years old) to no more than 3.0 percent. (Baseline: To be

determined as chlamydia is not reportable at this time)

2. Incidence of Gonorrhea (National 201 Objective 25.2, former 1 9. 1

)

2.1 Reduce the incidence of gonorrhea to no more than 150 cases per

100,000 people. (Baseline: In 1997 the gonorrhea rate in

Washington, DC was 823 per 100,000; 122.5 per 100,000 in the US.)

• Among Adolescents (former Objective 19.1b)

2.2 Reduce the incidence of gonorrhea in adolescents aged 10-19 to no

more than 50 cases per 100,000 people. (Baseline: In 1997 the

gonorrhea rate among DC adolescents was 258.6 per 100,000.)

• Among Women (former Objective 19.1c)

2.3 Reduce the incidence of gonorrhea in women to no more than 150

cases per 100,000 people. (Baseline: In 1997 the gonorrhea rate in

DC women was 683.48 per 100,000)

3. Incidence of Primary and Secondary Syphilis (National 2010 Objective 25.3,

former 19.3)

Reduce the incidence of primary and secondary syphilis to no more than 3

cases per 100,000 people. (Baseline: In 1997, the primary and secondary
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syphilis rate in the general population of DC was 20.4 per 100,000.)

4. Incidence of Congenital Syphilis (National 2010 Objective 25.8, former 19.4)

Reduce the incidence of congenital syphilis to no more than 10 cases per

100,000 live births. (Baseline: In 1997 the congenital syphilis rate in DC
was 133 per 100,000.)

5. HIV Positive Rate among Southeast STD Clinic Patients (National 2010
Objective 25. 10) (Developmental)

Reduce the HIV positive rate to below 2 percent among newly tested

patients at the Southeast STD Clinic. (Baseline: In 1997 the HIV positivity

rate among patients tested at the SE STD Clinic was 2.5%.)

6. Screening for Common Bacterial STDs at Youth Detention Facilities and Adult

City Jails (National 2010 Objective 25.19) (Developmental)

Increase screening for common bacterial STDs conducted within 24 hours

of admission and treatment to include 100 percent of the inmates of youth

detention facilities and adult city jails (Baseline: to be determined)

7. Primary Care Providers Managing STD Cases according to the latest CDC
Treatment Guidelines (National 2010 Objective 25.20, former 19.13)

Increase to at least 98 percent the proportion of primary care providers

treating patients with sexually transmitted diseases who manage cases

according to the most recent CDC Guidelines for the Treatment of STDs.

(Baseline: 94 percent of the primary care providers were conforming to the

treatment guidelines in 1997.)

8. Access to Services

Establish contracts with at least three health care providers in the

Northwest section of the District of Columbia to provide STD clinical

services or will reopen a public STD clinic in this area. (Baseline: No STD
Clinic in Northwest section of the city by 1998.)
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YEAR 2010 DRAFT OBJECTIVES FOR SUBSTANCE ABUSE

Overview

The Addiction Prevention and Recovery Administration (APRA), formerly the Alcohol

and Drug Abuse Services Administration (ADASA), is the single State Agency
responsible for regulating and providing services for the prevention and treatment of

alcohol and other drug addictions. Its mission is to prevent alcohol, tobacco and other

drug (ATOD) addictions; to identify, treat and rehabilitate persons who are addicted

and reside in the District of Columbia; and to develop, promote and enforce the highest

quality of regulatory standards for delivering services related to ATOD addictions.

The proposed 2010 Objectives for Substance Abuse will be presented in two sections:

Prevention and Treatment. It should be noted that no measurable objectives or

baseline data were submitted with this draft. The Year 2010 Plan for Substance Abuse
is presented as submitted.

Year 2010 Objectives

Prevention

Goal To educate and enable District of Columbia youth to reject Alcohol, Tobacco,

and Other Drug (ATOD) abuse through a combination of strategies, including

science-based prevention.

Objectives

1 . Establish and implement an Alcohol, Tobacco and Other Drugs prevention

program to reduce ATOD (primarily alcohol and marijuana) use by 10

percent among youth. (Baseline: to be established.)

Strategy

Coordinate the development of an addiction prevention media campaign

pursuant to Code 32-1606.

Program Measure: Produce Public Service Announcements on Addiction

Prevention to reach 300,000 residents.

Strategy

Implement a dissemination plan for residents on addiction prevention

education and violence prevention.
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Program Measure: Distribute 1 ,00,000 pieces of literature to residents.

Strategy

Sponsor addiction awareness events, an annual Awareness Day,

community health fairs and other ATOD presentations for residents.

Program Measure: Conduct workshops, seminars, training sessions, and
health fairs to reach 100,000 residents.

Strategy

Encourage and assist the development of community coalitions and

programs on ATOD prevention.

Program Measure: Distribute information throughout District communities

and DC Public and Charter Schools to reach 100,000

youth.

Conduct Town Meetings to reach 2,000 residents

Award 10 mini-grants to community-based

organizations.

2. Postpone by at least 2 years the average age of the first use of cigarettes,

alcohol, and marijuana by teens 12-17 years of age by the Year 2010.

(Baseline to be established.)

Strategy

Enhance rejection skills and change attitudes toward ATOD use.

Program Measure: Provide mentoring programs for 5,000 youth.

Conduct Drug Abuse Resistance Education

(DARE) at all public elementary and junior high

schools.

Strategy

Reduce by 5 percent the number of young people who have used alcohol,

marijuana, and cocaine in the past month by the Year 2010.

Program Measure: Provide on-going prevention education at 40 DC
Public and Charter Schools
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Conduct weekly counseling sessions for truants of

DC Public Schools.

Provide science-based ATOD prevention programs across the city through

prevention centers and special grants for youth between 8 and 18 years of

age. (Baseline: To be established)

Strategy

Support proven and successful prevention models which address risks

and protective factors.

Program Measures: Support 8 science-based prevention centers,

one in each ward of the city.

Support and replicate prevention models for

3,000 youth.

Support science-based prevention for 3,000

Latino youth.

Treatment

Goal: To reduce the treatment gap for substance abuse by providing increased access

to quality care for residents of the District of Columbia who are addicted to

and/or abusing illicit substances.

Objectives

1 . Expand treatment modalities for women and women with children to

promote a better quality of life and decrease (drug related) infant mortality.

(Baseline: To be established.)

Strategy

Design and implement new treatment programs that specifically meet the

needs of this population.

Program Measures: Open two 16 slots residential treatment

programs for women with dependent children.

L-3





2. Expand and enhance the treatment services continuum to reduce the

number of residents waiting for treatment. (Baseline: To be added.)

Strategy

Increase the available treatment slots for opiate dependent or addicted

residents, establish new treatment services for the youth and dually

diagnosed population.

Program Measures: Open two comprehensive methadone
maintenance treatment programs with 360
treatment slots each.

Open a residential treatment program for 32

youth (16 for males - 16 for females) who are

in need of more intensive treatment.

Open a treatment program designed to treat

150 clients with a co-existing substance abuse

and mental illness diagnosis.

3. Encourage and assist in the development of coalitions and collaborates

around quality treatment programs for the addicted, including residential,

outpatient, aftercare, and special populations.

Strategy

Develop partnering relationships with community-based organizations that

will enhance resources and outreach.

Program Measures: Establish 5 partnering relationships with

community-based organizations that will

enhance resources and outreach.
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YEAR 2010 DRAFT OBJECTIVES FOR TUBERCULOSIS

Overview

Tuberculosis (TB) disease has become resurgent as a major health problem in the

United States since 1985, due to adverse social and economic factors and the impact

of the human immunodeficiency virus (HIV) epidemic. Additional contributing factors

are multiple-drug resistance and patient noncompliance with guidelines for the

administration of prescribed medications.

The reported TB/HIV disease indices continue to affect minorities tremendously,

especially African Americans. The impact of HIV is also disproportionally affecting the

African American female in record-breaking numbers. The incarcerated population,

especially African American men, is also contributing to the resurgence of TB/HIV, due

to the nature of these diseases and the climate in which they thrive.

Reports on national data and local data representative of the District of Columbia's

plight regarding TB indicate that while the nation experienced decreases in the

incidence of TB, the decrease in the District of Columbia is of little significance.

Year 2010 Objectives

1 . Reduction in Incidence of Tuberculosis (National 201 Objective 22. 1 1 , former

20.4)

Reduce incidence of tuberculosis in the District of Columbia to no more
than 9.9 cases per 100,000 (Baseline: 19.7 cases per 100,000 in 1997).

Select Populations in DC 1997 Baseline Year 2010 Target

Asian/Pacific Islanders 36.3 15

African Americans 28.3 10

Hispanics 18.3 05

American Indians/Alaska Natives 18.1 05

(Incidence rates in table expressed as cases per 100,000 population)

Status in 1998

• Currently the TB case rate in the District of Columbia is 19.7 per

100,000 population for 1998, a decrease from the 25.7 rate

reported in 1996.
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Recommended Activities

• District Wide Planning and Coordination

Develop TB Advisory Group (and task list) to support local

efforts in disease control activities for the hard-to-reach

communities.

• Public Education

Expand public education and awareness to inform District

residents of guidelines of TB prevention and control.

• Professional Education

Expand program activities to include all staff training and
updating. Increase professional training to the medical

community and allied health partners.

Maintain a continuing education program for the changing

medical community (health care workers, allied providers,

professional groups, homeless advocates, and others).

• Case Finding

Provide ongoing professional training to field investigative

staff. Improve interviewing technique s for contact tracing

and provide program updates. Develop and test new
interviewing, investigational techniques for hard-to-reach

populations.

Improve surveillance of TB coincidence with HIV infection, in

order to:

Identify suspected or confirmed TB patients who are

co-infected with HIV and ensure that they receive the

recommended therapy and case management;

Monitor and determine trends in the prevalence and

proportion of TB cases with underlying HIV infection;

Continue to determine and monitor trends in the

descriptive epidemiology and clinical characteristics
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of persons with TB disease and HIV infection.

By the Year 1 999, the Bureau of Laboratories will be
reestablished and will begin to perform gene probe direct

testing of sputa samples for the tuberculosis bacillus on the

day of sample submission and the laboratory will resume the

routine drug susceptibility tests for all Mycobacterium
tuberculosis isolates.

• Treatment

Ensure that all newly diagnosed cases of tuberculosis will

complete an ATS/CDC recommended regimen of anti-

tuberculosis drug therapy within a period of twelve months.

• Services for Hard-to-Reach Population

Develop programs to reach the communities at risk for

tuberculosis to improve completion ratios for treatment.

Conduct TB screening, prevention and treatment activities

for TB at other agencies and sites of programs for at-risk

populations receiving care, such as the following:

Methadone Drug Treatment Centers

Sexually Transmitted Diseases (STD) Clinics

Departments of Corrections

Commissions on Social Services and Mental Health

Medical Care/Skilled Nursing Facilities.

2. Completion of Preventive Therapy Course by TB Infected Residents (National

2000 Objective 20.18, State 2000 Objective 2)

By the Year 2010 increase to 90 percent the proportion of persons infected

with tuberculosis who complete the recommended courses in preventive

therapy. (Baseline: 60 percent of close contacts under 15 years of age, 57

percent of those 15 to 35 years of age and 40 percent of those 35 and
above completed preventive therapy in 1990.)
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Recommended Activities

• Continue to collaborate and work closely with all local agencies

and programs to build a Disease Coalition for interaction,

cooperation, and disease identification.

• Establish and maintain bilingual health education programs for

tuberculosis that target the general public and health care

providers in the District.

• Expand public education and awareness to inform District residents

of guidelines of TB prevention and treatment.

• Maintain a continuing education program for the changing medical

community (health care workers, allied providers, professional

groups, homeless advocates, and others).

• Expand program activities to include all staff training and updating.

Increase professional training to the medical community and allied

health partners.
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YEAR 2010 DRAFT OBJECTIVES FOR VIOLENT AND ABUSIVE
BEHAVIOR

Overview

The 1994 Healthy People Year 2000 Review states that "Violence and abuse behaviors

continue to be major causes of death, injury, and stress in the United States." In this

focus area, baseline data for many of the indicators, and progress measures for the

District of Columbia indicate that violence and abusive behaviors constitute even more
of a problem for this city than national data indicate.

The National Safety Council estimates the cost of death due to injuries at $790,000 per

person and the cost per disability at $26,000. The Injury Surveillance Program being

conducted by the Department of Health's Bureau of Injury and Disability Prevention,

over the past two years at two (hospital) emergency rooms, showed that 24 percent of

the 1 ,800 persons interviewed, had reported a prior visit as a result of injuries

sustained from violence.

It is crucial that public and private agencies within the District continue to develop

ongoing collaborative models to address crime prevention and to enhance public

safety. Crime and public safety are of major concern to the health care community,

given the astronomical cost associated with treatment and rehabilitation.

Also, the establishment of a community-based computerized database system will

better inform the public about the ongoing trends and exemplary programs which have

been effective in reducing crime and promoting public safety.

The Year 2010 proposed objectives are based on a review of the progress made from

the 1991 baseline towards the Year 2000 Objectives. The proposed Year 2010

Objectives also take into consideration the overall goal to eliminate health disparities in

those objectives for different population groups.

The Bureau of Injury and Disability Prevention which has developed the 2010

Objectives for this section, is proposing a separate focus area for Disabilities, an

initiative which is still under development. A summary of the proposed plan and 201

Objectives is included at the end of this section.

Year 2010 Objectives

1 . Weapon Related Deaths (National 201 Objective 7.3, former 7.3)

Reduce weapon related deaths to no more than 25 per 100,000 from major

causes of death. (Baseline: In 1991 there were 74.1 weapon related deaths
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per 100,000.)

2. Homicides (National 201 Objective 7.33, former 7. 1

)

Reduce homicides to no more than 15 per 100,000 population. (Baseline:

In 1991 there were 80.5 homicides per 100,000.)

3. Suicides (National 20O0 Objective 7.23, not addressed by 2010 objectives)

Reduce the suicide rate to no more than 3.0 per 100,000 people. (Baseline:

In 1991 there were 5.4 suicides per 100,000.)

4. Rape and Attempted Rape (National 201 Objective 7.36)

Reduce rape and attempted rape of women aged 12 and older to no more
than 25 per 100,000 women. (Baseline: In 1991 there were 66.1 rapes or

attempted rapes per 100,000 women.)

5. Maltreated Children (National 201 Objective 7.34, former 7.4)

Reduce to less than 5.50 per 1,000 the number of children aged 18 and
younger who are maltreated. (Baseline: In 1991 there were 14.6 per 1,000

children aged 18 and younger who were maltreated.)

Reference

Table 1 , on the page that follows, presents a summary of the DC Health Residents

Year 2000 Objectives, baseline data for 1991, progress indicators since 1991, and

proposed objectives for the Healthy People Year 201 plan.
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DISABILITIES - A PROPOSED NEW FOCUS AREA

Overview

There was no single chapter in the District of Columbia Healthy Residents Year 2000
Plan that addressed the health objectives for people with disabilities. Proposed is the

creation of a new chapter for the District of Columbia Healthy People 2010 with

objectives that focus on preventing secondary conditions among people with

disabilities. Modeled on current CDC guidelines, the draft 2010 Objectives have been
formulated to serve as a guide for the development of public and private programs

specifically targeting people with disabilities in the District of Columbia. Within the

current population of 523,000 District residents, there are approximately 86,000

persons with disabilities.

Year 2010 Objectives

1. Ensure that all (100 percent) of District of Columbia Healthy People 2010

surveillance instruments include a standardized set of items in their core

that identify "people with disabilities." (This is an immediate process or

enabling objective.)

Expected Impact

• To enhance the collection of disability-specific quantitative and qualitative

data for the development of new initiatives, legislation, policies and

programs for persons with disabilities residing in the District.

• To create a standard through research, for measuring the extent and

nature of disabilities and to assess the impact of disabilities on an

individual's ability to participate in the society.

• The establishment of a community-based computerized database system

that will better inform the public about the ongoing trends and exemplary

programs which have been effective in promoting the health and wellness

of persons with disabilities in the District.

2. Increase the proportion of people who participate in social activities, report

sufficient social and emotional support, and report satisfaction with life

from to by the Year 2010. (Baseline to be determined)

• Intervention strategies to be embarked upon by programs, between now
and the Year 2010, should incorporate intensive, culturally sensitive,

health promoting activities to empower persons with disabilities and their

N-4





family members and improve the quality of life for all concerned.

• Persons with disabilities need to rely strongly on the understanding and
adoption of lifestyle practices, disease prevention and maintenance of

functional independence, to reduce or delay the onset of secondary

disabilities.

3. Eliminate disparities in employment rates among people with and without

disabilities by increasing the employment rate of people with disabilities to

percent. (Baseline: 29 percent is the CDC 1999 estimate. Target: Rate of

employment in US: 81 percent in 1996)

• The March 1 998 President's Executive Order on Increasing Employment
of Adults with Disabilities emphasizes the need for coordinated and
aggressive national policy to address the many components of work and
disability.

• Employment is one of the most significant factors that determine an

individual's economic status, and it has a direct correlation with health

status.

• Removing barriers to employment that may be encountered by District

residents with disabilities needs to become an immediate objective of the

community of disabled residents with broad-based support from and

collaboration with government agencies throughout the District. Future

employers should offer residents with disabilities an incentive packet that

would include such benefits as on-the job training, continuing education

and opportunities for additional rehabilitation.

4. Increase the proportion of children 6-12 years in age with disabilities who
spend at least 80 percent of their time in regular education programs.

(Baseline: 45 percent and target of 60 percent, the CDC 1999 estimate)

• Social integration of children with disabilities can result in improved

emotional well being, increased self-esteem, and greater participation in

the society as adults.

• There is a need for a continued effort to ensure that schools provide

appropriate education for all students with disabilities regardless of the

type or severity of the disability. This is in keeping with the Education for

All Handicapped Children Act of 1 975.

• There is an on-going need to provide a range of educational placement
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options to meet the individualized needs of all students with disabilities

including regular classes, special classes, special schools, home
instruction and instruction that is hospital- or institution-based . It is

important to also provide such supplementary services as references or

study rooms and visiting instructors, which are needed in conjunction with

the regular placement.

5. Reduce the proportion of people with disabilities who report having the

assistive devices and technology that they need to fully participate in

normal everyday activities and surmount environmental barriers to

participation in home, school, work or community activities from to

by the Year 2010. (Baseline to be determined)

• Full participation in the society can only be achieved through the

elimination of physical barriers, certain policies and practices,

discrimination and negative social attitudes.

• Assistive devices and technology are required to enable people of all

ages and with all types of disabilities to lead more independent and
productive lives. This technology can be as simple as a "wide gripped"

pencil or as complex as a computer or power wheelchair.
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